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GUILLEBAUD AND BLACKPOOL 


IN spite of the extraordinary conclusion which the Guillebaud 
Report reached on the evidence it collected, integration has been 
the keyword at the R.S.H. Congress of 1956. ‘his has consider- 
able importance for us, because it means that those who are fight- 
ing for something better than a national sickness service remain 
undiscouraged and can hope for leadership from the R.S.H. and 
the Society of M.Os.H. But as so often happens, those banded 
together to fight for an ideal are prepared to sink their ditterences 
until the battle is won and fear to examine them too much lest 
the side should be weakened. 

A firm lead was given by Professor Brockington with the sug- 
gestion that public health and general practice should and could 
be integrated. Others were for reaching it by giving M.Os.H. 
consultant status in hospitals and thereby integrating these two 
services. But integration, as Dr. Kershaw said, is what the cat 
offers the canary, and though the integration of all these services 
is essential to an efficient health service it is unlikely to happen 
or to be effective on this basis alone. [he three branches of the 
health service have become vast vested interests, and it is difhicult 
to imagine any of them voluntarily becoming the canary. No 
is it desirable that they should, for in any swallowing process, 
such as Banks has suggested, it is likely that a vital attitude to 
medicine may be lost. 

We are not among those who consider therapeutics as some 
archaic and disreputable survival which should be starved of 
money and talent by switching resources to preventive medicine. 
We find the four hundred odd million spent on sickness barely 
adequate. What does dismay us is the primitive attitude of lead- 
ing doctors in the B.M.A., the Royal Colleges, and the Ministry, 
who are content to see preventive medicine starved of finance and 
of talent. Alarm has recently been felt at the threat to our national 
existence caused by our failure to provide technical training for 
our youth. Our medical education is suffering a similar disastrous 
neglect. Whether it is in the training of doctors or of nurses, the 
increasingly narrow hospital attitude of these leaders is being 
inculcated into the rising generation of health workers. ‘The 
morbid fascination of the hospital is great, and when this is held 
up as the ideal of medicine and the carrier of prestige in the 
profession it is hard to imagine how the talented student can 
resist. 





At the R.S.H. Congress, Dr. Huntingdon Williams mentioned 
as some of the important areas in health work to-day mental 
health, health education, and occupational health. It is interest- 
ing that none of these figure in the training of a British doctor. 
He can go into practice without even knowing what the words 
mean. 

We assume that only an integration of prevention and therapy 
can raise the standard of health of our community. Such an 
integration cannot be brought about by a mere merging of exist- 
ing services. The integration must take place within the indi- 
vidual. ‘The doctors and nurses must be trained from the outset 
to consider prevention and cure as equal responsibilities. If this 
happens in the medical schools the barriers between the services 
will gradually disappear. 

Less than most nations can we afford complacency. Where we 
have led the world it has been because we have set ourselves high 
standards and fought for them. After fighting for the high ideal 
of a National Health Service we are being forced to accept some- 
thing which is not first rate and which is already out of date 
because of the inadequate training of our medical profession. 





PUTTING HEALTH EDUCATION OVER 


At the Central Council’s seminar for overseas public health 
workers held at Passfield Hall, London, from April 17 to 21, a 
magazine, Communily Health, was shown by Dr. B. Didsbury, 
Honorary Secretary to the Negri Sembilan Health Council. 

‘This little volume, which has commanded a substantial amount 
of advertising to pay for its production, carries a number of 
simply written health articles in this issue on smoking and cancer, 
smallpox, breast feeding, dyspepsia (reproduced from a C.C.H.E. 
leaflet), a newsletter page of doings in the Seremban area, and a 
page of current humour. 

Appealing pictures of Prince Charles precede some of the local 
baby show. Prince Charles is described by the Editor as an ex 
ample of a vaccinated baby. 

To liven things up a poster competition illustrating the state 
ment that “ Spitting is Dangerous to Health ” offers the chance of 
a wrist-watch as a prize. 

For simple readability this little magazine sets a fine example. 
There is even a page for juniors, giving in story form a warning 
about hookworm. 


58 








MARRIAGE AND RELIGION 


Part of a survey of factors affecting happiness in marriage 





By EUSTACE CHESSER, Research Director, 


Research Council into Marriage and Human Relationships 





A suRVEY that is concerned with ascertaining concrete and material 
data might offer little difficulty to the investigator—-there could be 
little margin of error, for example, in assessing whether or not a 
household owned a washing machine or a television set. But one 
that is aimed at uncovering emotional attitudes and reactions 
encounters incomparably greater difficulties. Not the least of these 
is that none of us is capable of really knowing, let alone revealing, 
the whole truth about ourselves. Consciously or otherwise, all our 
thoughts and feelings are influenced by such psychological mechan- 
isms as rationalisation, defence and wishful thinking so that truth, 
in any absolute sense, is for all practical purposes beyond possibility 
of attainment. 

Bearing such limitations in mind, this survey set out to ascertain, 
study and report on women’s emotional attitudes towards marriage, 
the home and family. The ultimate aim was to discover the factors 
most concerned in successful or unsuccessful marriage. Both single 
and married women were included— the former were questioned on 
their views and expectations of marriage. It was thus possible to 
equate these findings with the married women’s actual experience 
and so ascertain whether, and how far, reality fulfilled expectation. 

The doctor-patient relationship was the medium whereby the 
questionnaire was distributed, and no fewer than 1,498 general 
practitioners handed these to their women patients from the age of 
18 upwards. Of these, over 6,000 completed and returned the 
questionnaire. ‘These were duly punch-carded, tabulated and 
analysed. The general findings shed a great deal of light not only 
on women’s attitudes on marriage, the home and family but also 
on many other facets of their lives. 

Particular attention was paid to the influence of religion. It is 
not uncommon to hear it said that children would be very much 
happier if they were brought up free of the pressures traditionally 
associated with a “‘religious’’ upbringing such as dogmatism, an 
over-strict indoctrination or an over-emphasis on sin, guilt and 
punishment. Of those informants who came from “religious” 
homes, 71 per cent stated that they had been very happy in child- 
hood and 3 per cent very unhappy-—-whilst of those who came from 
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“non-religious”? homes 32 per cent stated they had been very 
happy and 21 per cent very unhappy. As might have been expected, 
there was a very close association between the happiness of the 
informants’ childhood and the happiness of their parents’ mar- 
riages. The “religious’’ parents, in fact, had been much more 
happily married than the “‘non-religious”’ ones. 

Religious background and upbringing appeared to have a 
considerable influence on the extent to which premarital sexual 
intercourse was practised. Of the married women coming from 
“religious”? homes, one third admitted to this (a not inconsiderable 
proportion) compared with just over half of those coming from 
“non-religious”? homes. For single women the figures were 18 per 
cent and 38 per cent respectively. 

The informants’ attitudes and behaviour were also considered 
as they were influenced by their adult religious feelings—the 
criterion for which was based on church attendance. ‘There 
appeared to be a definite relationship between regular church 
attendance and the practice of pre-marital intercourse. Amongst 
married couples who never attended church, pre-marital inter- 
course had been twice as prevalent as amongst those who attended 
regularly whilst amongst single women who never went to church 
it was four times more prevalent than it was amongst those who 
attended regularly. 

Where husband and wife went to church regularly, g1 per cent 
of the informants stated their marriages to be exceptionally or very 
happy-- whereas when neither went the comparable figure was 
62 per cent. It was interesting to find that the lowest percentage of 
happy marriages (55 per cent) and the highest percentage of 
unhappy ones (12 per cent) were found in the group where the 
wife sometimes went to church but the husband never did. 

The influences of the main religious denominations (including 
those of “no religion’’?) were considered individually and then 
compared, Fortunately, the sample was reasonably representative 
of the general population in this respect as far as is known. The 
results were interesting. 

Those professing “no religion’? produced the lowest figure 
(67 per cent) saying that they were very happily married and the 
highest (12 per cent) unhappily married. At the same time they 
gave one of the highest percentages for unhappiness in childhood 
and for the practice of pre-marital intercourse. 

The Nonconformist informants produced the highest figure for 
happy marriage (81 per cent) and also the highest percentage of 
those saying they had been very happy in childhvod ; one of the 
lowest for pre-marital intercourse and the second highest for 
regular church attendance. 

The Jewish informants produced average figures for childhood 
happiness but the lowest for the practice of pre-marital inter- 
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course and, incidentally, the lowest percentage of all the religious 
groups for happiness in marriage. : 

The Roman Catholic informants produced the highest amongst 
the religious groups for unhappy marriage and the highest per- 
centage saying they had been unhappy in childhood as well as, 
surprisingly, one of the highest for the practice of pre-marital 
intercourse. But they topped the poll for regular church attendance. 

The Church of England figures did not appear to be significant 
in one direction or another—possibly explained by the fact that 
many informants might have classified themselves as ‘‘C. of E.”’ 
as a matter of expediency. 

In view of the fact that the religious influence is considered by 
many to be out-moded, the findings of the survey are not without 
interest. To all appearances, the advantages are undoubtedly with 
the religious who, by their own admission, enjoyed a greater 
degree of happiness and, presumably, a greater degree of virtue. 

The possible significance of this invites psychological speculation. 
Do the religious informants find it easier to be happy—or do the 
happy ones find it easier to be religious ? Can the assertions of the 
religious informants—namely, that they are very happy—be 
coloured by a religious conviction that they ought to be so? Might 
not an admission of lesser perfection savour of ingratitude or dis- 
loyalty to their beliefs so that they are more reluctant than the 
non-religious to admit to unhappiness ? Or could it be that, with 
the help of their beliefs, they are able to attain happiness in circum- 
stances that might defeat the non-religious ? 

It was not perhaps surprising that religious influences should 
have been a deterrent—though by no means a complete one—to 
the practice of pre-marital sex relationships. In many cases, no 
doubt, the greater restraint of the religious informants owed some- 
thing to moral principle and scruple. But one wonders how far, 
and how often, this really did operate alone—and haw far, and 
how often, it was reinforced by other factors such as social dis- 
approval or a greater fear of the odium that might attend a breach 
of morality, particularly if this became evident in a pregnancy. 
This is no reflection on the chaste—merely a suggestion that even 
the strongest moral principle may often require added support. 
Even so, a quite considerable proportion of the religious informants 
did have sexual experience prior to marriage—a fact which could 
be used to demonstrate the power of the sexual urge to overcome 
moral and ethical barriers. : 

As far as happiness in marriage is concerned, the greater success 
of the religious informants might be attributed to the fact that 
where two people are agreed in their attitude towards religion it 
is easier for them to reach agreement on other matters arising out 
of the marital relationship. 

But one is still left with the question—why should some of the 
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informants have been “religious”? and others not? Conditioning 
and upbringing would have played some part—certainly in decid- 
ing specific allegiances— since they were automatically co-opted into 
the faith of their parents. But one wonders how far it is the capacity 
to conform to prescribed codes of conduct and morality generally 
that determines whether or not one will be ‘‘religious’’—or at least 
facilitate the process of enabling one to be so. The common 
characteristic of the religious informants was a greater ability or 
willingness to abide by the traditionally accepted codes. The 
question arises—how far was this capacity itself determined by 
innate features of character, constitution and temperament ? And 
if it were so determined, then how much of the conformity of which 
the religious informants were apparently capable should be attri- 
buted to psychological factors—and how much to externally 
imposed moral or religious principles ? In other words—how much 
were they born ‘‘conformers’’ who would naturally conform ? 

That the non-religious informants should have found conformity 
more difficult may equally have been due to features of character 
and temperament—in their case those, perhaps, of rebelliousness, 
aggression and resentment of authority, the very factors, indeed, 
that would operate against their being “‘religious’’. They may, of 
course, simply have had no desire to conform or else resented 
conformity as a restriction on their personal inclinations. Such 
types as this would probably have found adaptation to others— 
especially to a marriage partner—much more difficult and com- 
plex, which might explain why fewer of them achieved success in 
marriage. 

Different minds, naturally, may find different explanations for 
the association between religion and happiness shown in these 
findings. But undoubtedly “conformity’’—with all its implications 
in the way of inclusion in, and approval of, our own group or 
community—plays a large part. 

The survey dealt with many other influences besides that of 
religion and with very many other aspects of human relationships. 
It investigated such questions as the influence of family relation- 
ships, the strictness or otherwise of parental control in early life, the 
influence of sex education, and the pre-marital expectation of 
single women on marriage and sex.* The amount of information 
acquired was impressive. Some of.the results that emerged merely 
confirmed one’s expectations, others were more thought-provoking 
and yet others quite surprising. Interpretation of them, naturally 
enough, will certainly vary. But to interested minds the informa- 
tion not only gives food for thought, but should enable them the 
more readily to understand and help others. 

* A further article will appear in the November issue of the HEALTH 
EDUCATION JOURNAL, and the report will be published by Hutchinson’s Medical 


Publications Ltd. in the autumn under the title of The Sexual, Marital and Family 
Relationships of the English Woman. 
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SCIENTIFIC RESEARCH IN HEALTH 
EDUCATION 





By Professor L. BOGOLEPOVA, 
Central Research Institute for Health Education, Moscow 





HEALTH Education as a science is still comparatively young, and 
every aspect of health education is closely connected with one or 
another branch of medical science: hygiene, paediatrics, oncology, 
phthisiology, etc. What then should make up the content of 
research work in this field ? In our opinion the answer should 
be as follows: 

(1) the study of changes in the hygienic standards of the various 
groups of population with due regard to their specific living and 
working conditions (school-children, workers of various vocations, 
mothers, groups of patients suffering from the same kind of 
disease, etc.) ; 

(2) the study and development of methods and media for 
promoting in an organised manner higher standards of hygiene in 
various groups of population. 

It should be emphasised that individuals and groups of popu- 
lation whom we seek to influence through health education 
should be studied in their inter-relationship with the surrounding 
world, and first of all with regard to their social conditions ; that 
is, their conditions of life and work. 

The success of research work in the field of health education 
depends first and foremost on the method of research. 

I should like to describe the general procedure of research 
work. After acquainting oneself with the available printed 
material and the state of health education in the field under 
investigation, it is necessary to make a study of the hygienic stan- 
dards of a specific population group: students, workers in various 
occupations, patients suffering from the same kind of disease, 
etc. If investigation shows violation of the rules of hygiene the 
next stage of research should be investigation of causes which 
lead to the violation of these rules by the population group 
under observation. The results of the investigation should be 
analysed with due regard to the living and working conditions 
of the given group. 

Investigation of the hygienic standards of the given population 
group and the hygienic state of its surroundings is carried out 


63 





by questioning and observation, using special questionnaires and 
observation charts. In some cases a statistical survey of dispensary 
charts, case sheets and other medical materials and documents 
is also made. 

Thus the investigator receives information on what the people 
constituting the group under observation know well, what they 
know little of and, what is most important, what measures they 
take to preserve their health, how they carry out prophylaxis and 
combat disease. ‘The investigator can find out, for example, 
whether miners know that skin infection is the result of small 
injuries and what preventive measures they take ; whether people 
suffering from ulcers are acquainted with the prescribed regimen 
and diet and how they adhere to them ; whether workers under- 
going prophylactic oncological examinations are familiar with the 
early symptoms of cancer. The investigator can find out whether 
a mother knows the right way of caring for her baby and whether 
she applies such knowledge practically; whether she seeks the 
timely advice of a doctor when her baby is ill ; whether she knows 
how to bring up the baby, how to help develop movement, speech 
and mental faculties and, if she does, whether she is able to apply 
this knowledge practically. 

Having studied the data on the hygienic standards of the 
group under observation the task arises of working out an effective 
system of health education with the aim of reinforcing the weak 
points in the hygienic education of the given group and develop- 
ing the necessary hygienic habits. The development of a system . 
of hygienic and educational measures is combined with the 
elaboration of methodological aids for medical personnel and 
visual aids and materials (made up in popular form) for the 
public. 

The final stage of research work consists in establishing effec- 
tive control over the whole system of hygienic and educational 
measures, including the various methodological and visual aids 
introduced to increase the effectiveness of health education. In 
checking the effectiveness of the whole system of measures as well 
as the various individual means of health education, the qualita- 
tive indices should be taken into consideration. The following 
are considered to be qualitative indices: consulting a doctor in 
the early stages of an ailment; carefully carrying out the pre- 
scribed treatment ; having timely medical examinations ; observ- 
ing hygienic rules of child care, etc. 


Methods of Investigation 
We recommend that the following rules should be observed: 
1. Do not overburden the questionnaire with difficult ques- 
tions; the questions must be clear, to the point and brief. 
2. The questioning should be carried out by the investigator 
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himself or by an assistant well coached in the subject and working 
under systematic control. It is by no means permissible to send 
out questionnaires to be filled in by people whose hygienic know- 
ledge and habits are being investigated. 

3. After questioning 25-30 persons, analyse the information 
received and having established which are the most difficult and 
unnecessary questions simplify the former and exclude the latter. 

4. Study the separate groups of population with regard to their 
specific conditions of life and work, taking into account their 
sex and age. Do not regard the information received as character- 
istic of the whole population. 

5. It should be stressed that besides investigating the level 
of hygienic knowledge it is also necessary to make a study of 
hygienic habits. The presence of hygienic knowledge alone does 
not provide enough evidence on which to base an opinion of 
the hygienic standards of this or that group of population. 
The surroundings and hygienic habits of various groups of popu- 
lation should be studied by means of personal observation and 
the filling in of a special observation chart. 

6. In addition to questionnaires and observation charts wide 
use should also be made of various medical documents: case 
sheets, dispensary charts, entries and records in special registers, 
etc. 

The general plan of research work which we have just 
described naturally undergoes changes, is supplemented and 
differentiated, depending on the problems which are being 
studied and the tasks which are to be solved. 

For illustration let us cite some examples: 


1. General Health Education 


The author of a research paper entitled “ Film Slides as Visual 
Aids during Health Educational Lectures ’’—senior research 
worker S. V. Chentsov—set himself the task of working out 
general principles for producing filmslides to accompany health 
talks and help audiences to grasp the fundamentals of medical 
knowledge and remember the details of explanations and advice 
given. 

In the first place the investigator studied 50 sets of filmslides 
used during lectures (1,700 slides) produced by the Institute of 
Health Education between the years 1937 and 1950. And, 
secondly, he did experimental work, trying out various versions 
of lantern-slide films on the topic “ tuberculosis.” 

The first half of the work consisted in studying the archive 
materials in order to analyse the development of this type of 
visual aid, as regards both form and content. Conclusions were 
drawn from the points of view of modern medical science and 
of illustrative art. For example: 
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The main feature of a film-slide is the picture. The wording 
should be brief. A lengthy text distracts the listeners’ attention. 

Pictures of merely academic interest should not be used as they 
may have the effect of auto-suggestion. 

A very effective means is to show the effects of the disease and 
the results after treatment, especially if both pictures show one 
and the same patient (before and after treatment). 

The second part of the work was carried out experimentally. 
The investigator delivered lectures to ninth-grade schoolgirls on 
“ Prophylaxis of Tuberculosis.” The level of knowledge of the 
girls was approximately the same. In their eighth year they had 
all taken a course of anatomy and physiology. Altogether 30 
lectures were read: 21 with lantern-slides (attended by 601 
schoolgirls) and g without lantern-slides (attended by 248 girls). 

Every lecture was read to a fresh group of girls to avoid the 
accumulation of knowledge. The contents of all the lectures 
were exactly the same. The lantern-slides were. also demonstrated 
in the same order. After each lecture the girls were asked special 
questions to which they had to give written answers. For ex- 
ample: “Name the early symptoms of tuberculosis,” “ Describe 
in detail the subfebrile temperature attendant on tuberculosis,’ 
“ Describe the procedure of artificial pneumothorax.” 

The aim of the investigator was to explain to his listeners such 
characteristic features of subfebrile temperature attendant on 
tuberculosis as the fact that it usually rises towards the evening 
and that sometimes there may be no fever for a number of days. 
To achieve this end the investigator emphasised the afternoons, 
evenings and days with no fever by using different colours. As 
a result the number of listeners who grasped the peculiarities of 
the temperature line shown on the lantern-slide diagram in- 
creased by 40 per cent. 

A more interesting and at the same time more complicated 
experiment was carried out with a lantern-slide diagram on arti- 
ficial pneumothorax. The aim of this diagram was to explain to 
the listeners that artificial pneumothorax is intra-pleural and not 
intra-pulmonary as some of the girls had understood it. Three 
different lantern-slides were produced (the pleura was thrown 
into relief by colouring, explanatory inscriptions with arrows 
pointing towards the pleura were introduced, etc.). 

The comparative ineffectiveness of Diagrams 1 and 2 was attri- 
buted by the author to the fact that on the one hand the drawings 
were complicated (in Diagram 1 each pleural surface was depicted 
by a double contour line, the space between the lines being 
coloured), and, on the other hand, the listeners’ idea of the pleura 
and pleural cavity was rather hazy. As a result of this the girls 
received the impression that the left half of the diagram was 
simply a cross-section of the lung without any details, and they 
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ARTIFICIAL PNEUMOTHORAX—Diagram 3 
1. Parietal Pleura 3. Lung (Compressed by Air) 


2. Pulmonary Pleura 4. Air Injected into Pleural Cavity 


remained under this impression when looking at the right half of 


the diagram. It was enough for the investigator to exclude the 
left half of the diagram (Diagram 3) and the percentage of correct 
answers increased considerably. 

The same investigator noted that his listeners showed a great 
interest in lantern-slides of a clinical and patho-anatomical 
nature. 


2. Industrial Health Education 


The author of a research paper entitled “ Health Education 
among Apprentices of Metal-Workers’ Vocational Schools ”"— 
research worker S. B. ‘Tokar—set himself the task of working out 
a method of teaching the basics of hygiene to young workers and 
carrying out extramural health educational activities among them. 

Apprentices of vocational schools training qualified workers for 
the metallurgical industries were taken under observation. These 
vocational schools are open for boys and girls who have had a 
general seven-year education. The apprentices receive technical 
training in the specific branch of industry chosen by them when 
joining the school. The curriculum of the schools provides for 
a short course (eight hours) in the basics of hygiene and industrial 
sanitation. At the same time the apprentices are taught to 
develop a number of hygienic habits necessary for their work. 
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The method of research was as follows: first of all the investi- 
gator studied the actual state of health education and hygienic 
standard in 142 vocational schools in 59 towns and cities (42,000 
apprentices). In three towns investigation was carried out 
through personal observation and the filling in of a special obser- 
vation chart. In 56 towns and cities observation was carried out 
by the personnel of Houses of Health Education, who had pre 
viously received detailed instructions from the investigator. 

In the course of investigation various shortcomings in the 
contents of lessons in the basics of hygiene were brought to light. 
Some schools lacked effective methodological and visual aids, etc. 
Shortcomings were also revealed in the extramural health educa 
tional activities: very little attention was paid to the showing 
of health educational films and the use of visual aids ; the general 
cultural work carried on at all the vocational schools did not 
touch upon problems of health education. 

Io find out what concrete elements of hygienic knowledge the 
apprentices lack, and what requirements of hygiene they neglect, 
the investigator studied in 300 apprentices the standard of know- 
ledge and practice in health matters related to their work. ‘This 
was achieved by means of interviews based on a special question- 
naire containing ten questions in the field of hygienic knowledge 
and six questions dealing with hygienic habits. The presence or 
absence of hygienic habits was judged by the investigator not only 
from the answers of the apprentices but also from personal obser- 
vation of their behaviour in the workshops. Statistical data for the 
previous year dealing with illness and injury among apprentices 
in the metal-working industries were also studied. 

The investigator then worked out new curricula, visual aids 
(special diagrams), for teaching the basics of general and indus. 
trial hygiene and a series of posters on the individual hygiene of 
apprentices ; in addition, by way of experiment, he read a course 
in the basics of hygiene to the apprentices of two vocational 
schools and did extramural health educational work among them. 

The effectiveness of this experimental work was determined by 
the following objective indices: the acquisition of hygienic know 
ledge by the apprentices and the practical application of the rules 
of hygiene during their work. 

Naturally, a comparison was made of the hygienic standard and 
habits of the apprentices before and after experimental work. 
After a course in the basics of hygiene 85 per cent of the appren- 
tices showed considerable knowledge of how to stop bleeding in 
cases of injury, whereas previously only 21 per cent were versed 
in the subject ; 77 per cent of the apprentices gave comprehensive 
answers on the prophylaxis of contagious diseases (previously only 
4 per cent) ; 60 per cent showed good knowledge in the prophyl- 
axis of skin infections (previously only 5 per cent); 55 per cent 


5 
69 





gave full answers to questions concerning ventilation, etc. 

Hygienic habits among the apprentices improved considerably. 

Fighty-eight per cent of the apprentices when operating emery 
grinding machines or carrying out work connected with emery 
dust regularly began to use devices for protecting their eyes 
(glasses, screens, etc.). Before experimental work only 16 per cent 
used such equipment. 

Ninety-six per cent of the apprentices began to wash their hands 
with greater care after work and took various prophylactic 
measures, thus decreasing the risk of skin infections. 

Interesting extramural health educational activities touching 
upon various questions of hygiene but with an emphasis on the 
prophylaxis of eye injuries were systematically carried on among 
500 apprentices. ‘The result was a twofold reduction of this form 
of industrial injury. 

On the basis of experimental work among apprentices of metal- 
workers’ vocational schools S. B. Tokar wrote a book entitled 
Materials for Teaching the Basics of Hygiene in the Metal- 
Working Industries (text-book for physicians, 1954). 


3. Health Education of the Sick 


I shall cite an example of work among patients suffering from 
stomach ulcer, which can serve as convincing evidence of the 
effectiveness of health education. 

In patients suffering from stomach ulcer, the regular fulfilment 
of the prescribed treatment, keeping to the nutrition regimen, 
giving up smoking, taking rational recreation and rest during 
vacation periods, week-ends, and even on ordinary week days, 
depend to a great extent on the patient's conscientious attitude 
towards his illness and on his hygienic habits. ‘Therefore it stands 
to reason that a patient should be acquainted with the nature of 
his illness, its causes and the prophylaxis of its development. 

Senior research worker L. P. Zabolotskaya set herself the task of 
elaborating and checking the most effective methods and forms of 
health education among ulcer patients (applicable in the course 
of a physician’s routine work). Experimental work was carried 
out in the outpatients’ clinics of Moscow. Three hundred 
patients are taken under observation. Of this number 49.5 per 
cent had been suffering from ulcers for a period of three to six 
years ; 62 per cent of the patients besides taking dispensary treat- 
ment had also received treatment in hospitals, special sanatoria 
and at health resorts. The majority of the patients were materi- 
ally well provided for. More than 50 per cent of them had 
received secondary or higher education. 

At the same time a large part of these patients did not know, 
or underestimated, the importance of a nutrition regimen, allowed 
themselves long intervals between meals, violated the prescribed 
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diet. Sixty per cent of the patients had not given up smoking. 
In reply to the question whether it was permissible to take alco- 
holic drinks 20 per cent of them answered either “ yes,” or “I 
don’t know.” 

The investigator interviewed the patients along the lines of a 
specially prepared questionnaire. 

Visits to the homes of patients showed that the members of 
their families (wives, mothers) had a very hazy idea about the 
required regimen, diet, and the correct way of preparing food 
for ulcer patients. 

L. P. Zabolotskaya worked out methodological and visual aids 
for doctors and produced a special leaflet, pamphlet and wall news 
bulletin for patients, which they could read when visiting the 
polyclinic or dispensary. 

Individual and group talks were organised for out-patients ; 
several lectures were held for patients recuperating in hospitals ; 
members of the patients’ families were invited to special confer- 
ences organised by the polyclinics ; in addition, talks were held 
for their benefit, emphasising dietetic cookery. Four months later 
the author of the above-mentioned experimental work checked 
hygienic knowledge and, what is of major importance, adherence 
to the regimen, diet and other advice given by the doctor, in 100 
patients. The check-up was carried out by visiting the homes of 
patients and talking to members of their families. The answers 
were noted down in a special questionnaire. An analysis of the 
data thus accumulated showed that 74 per cent of the patients 
were convinced of the usefulness of the doctors’ recommendations 
and had begun to keep to the prescribed nutrition regimen 
(previously only 14.3 per cent adhered to it) ; 70 per cent of the 
patients fully adhered to the prescribed diet (previously only 
18.5 per cent). 

As was to be expected, adherence to the nutrition regimen 
and diet had a positive influence on the success of the treatment 
and prevented the development of the disease. ‘These results 
have been confirmed documentally by the case sheets of this 
group of patients. 

In conclusion, it should be stressed that this experimental work 
with ulcer patients was carried out as part of regular dispensary 
service to the group of patients under observation. Successful 
health educational work with these patients was made possible 
by the existence of free medical aid, compulsory periodical 
observation of groups of dispensary patients (to which ulcer 
patients belong), and widespread health educational activities 
carried on by all physicians for the benefit of all patients. 

High quality methodological, visual and popular science aids 
can be elaborated and produced only on the basis of scientific 
research combined with experimental work. 
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A PURPOSE IN LIFE FOR 
THE ELDERLY 





By C. O. S. BLYTH BROOKE M_D., D.P.H., Medical Officer 
of Health, Finsbury 





‘To be of good cheer is the outward and visible expression at all 
ages of inward mental and physical health. But it is hard to 
preserve an aspect of cheer when living alone in a busy world 
without occupation to fill the weary hours, without the means to 
taste of life's pleasure and, above all, without a purpose to make 
life worth living. Yet this is the lot of many of our ageing popula- 
tion. Is it a wonder that many lose heart and drift into a 
listlessness from which spring so many of the diseases and disabili- 
ties of old age ? 


If, then, the health of the elderly is to be preserved, means must 
be found whereby their position in the world as veritable mem- 
bers of society, with its accompanying privileges and duties, may 


be maintained. 

Again, health has been defined by the World Health Organisa- 
tion as a state of complete physical, mental and social wellbeing. 
The latter postulates an accepted status in society respected not 
only by others but also by the individual himself or herself. In 
days gone by the localised communities of rural life allowed the 
ageing to continue their standing in the homestead by engaging 
in the less strenuous domestic tasks when no longer able to take 
an active part in the work of the village or farm life. As their 
strength waned so did their contribution to the domestic economy, 
until finally even spinning was beyond their power: but until 
then they had a purpose in life to fulfil. In the cities of to-day the 
position is very different, for in our industrial life now, when men 
or women can no longer keep pace with the younger workers, 
little further use can often be made of their services . 

It was to provide such a purpose by means of work under shel- 
tered conditions for those who could no longer, because of age, 
compete in the normal labour market, and to give them the op- 
portunity to continue to contribute to the common weal, that the 
Finsbury Employment Scheme for the Elderly was designed. 

It was started early in 1951 and developed rapidly, although the 
premises which it was at first necessary to occupy were in almost 
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every way unsuitable. However, it has now moved into a specially 
constructed prefabricated building which was opened by the late 
Lord Horder in 1954. This was made possible by reason of very 
generous support by wellwishers. 

About 110 elderly persons are now engaged in useful occupa- 
tions for two hours a day, either in a morning or in an afternoon 
shift, from Monday to Friday. : 

Most of the work undertaken is outwork on behalf of com- 
mercial firms and has been most varied in character. At first 
this was somewhat difficult to obtain, but when the business con- 
cerns found that the work was well done and could be relied upon, 
confidence in the scheme soon grew: for one of the principles in- 
sisted upon from the start has been that nothing should be under- 
taken that could not be satisfactorily carried out. For some con- 
siderable time now the problem of finding work has not involved 
great difficulty, although much of the organiser’s time is spent in 
making and maintaining contacts with firms and often visiting 
factories to learn the exact details of the requirements so that she 
may teach the workers, to some extent supervise the way the work 
is done, and finally check it. 

As already stated, the work has been most varied and so typical 
examples cannot be given, but those listed may be taken to illus- 
trate the scope of the work centre: 


1. The assembly and screwing together of the several parts of 


an electric iron. 

The folding of instruction leaflets and their insertion into 
envelopes or packages for sale. 

The weighing and packing of animal wool into cartons for 
sale. 

The parcelling of cornplasters, beauty preparations and 
many other commodities. 

5. The testing of oils for Biro pen refills by continuously writ- 

ing many pages with samples. 

In addition to the outwork a number of articles are made for 
direct sale, either wholesale or retail, and these include coat- 
hangers, aprons, nylon nightdresses, etc. 

The ordinary commercial rate is charged for outwork, by a care- 
ful assessment of the cost to the firm of having it done in other 
ways, and goods made are sold at fair trade rates. In this way all 
can be assured that there is no undercutting of the market and 
that trade union agreements are not infringed. 

As the workers are naturally much slower than their younger 
counterparts in industry, the amount which they actually earn is 
on an average much less than an ordinary wage, though it varies 
greatly from individual to individual. ‘The exact average figure is 
a litthe more than eight shillings a week. This sum has been 
augmented by the Management Committee to ten shillings a 
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week, which is the amount paid to all workers alike irrespective 
of speed and ability. No jealousies have ever arisen, although the 
quicker workers must know that they are partly carrying their 
slower mates. 

The subsidy to the wages as well as the overhead expenses of 
administration, maintenance of the premises and salaries of the 
organiser and her assistant are met from voluntary sources to- 
gether with grants from the Employment Fellowship (a voluntary 
organisation) and the Finsbury Borough Council. 

The Centre has now been in operation for five years and, alto- 
gether, 52 men and 132 women of the pensionable ages have been 
enabled to join the scheme. Many have now left because they 
moved out of the district, and some for domestic reasons such as 
the nursing of a relative. Quite a number have now unfortun- 
ately left because of illness or infirmity, and of these, alas, some 
died later, but this must be expected in any group of ageing 
persons: the Committee was glad, however, that it was able to 
give them some cheer, if only for a short while. The average 
period of work in the centre before giving up for any of these 
reasons was 19 months for the men and 17 months for the women. 
A further group of 17 left for normal employment, having found 
their strength and happiness renewed in work after having been 
idle for a time. 

The average age of the workers has been fairly constant: that of 
the 20 men now employed is 72 4/12 and of the 90 women 70 
years. ‘The oldest is a lady now 89 who started in 1953. There 
have been a few breaks in attendance on account of illness or be- 
cause temporary normal work was undertaken. Sixteen still regu- 
lar in their attendance started in the early days of the Scheme 
in 1951, including one who was actually among the first six with 
whom it began. Only one person has ever given up for no good 
reason, and that was over four years ago. 

These facts are of themselves sufficient to demonstrate the keen- 
ness of the old folk and the satisfaction which they derive, al- 
though these are shown in many other ways. The most obvious 
is perhaps the patent happiness whilst at work, with plenty of 
jokes and gossip always in evidence. Then the regularity of their 
attendance is remarkable, and even on the worst winter days there 
will be only three or four who feel unable to get to the centre. 
On a recent examination of the attendance sheets for the last six 
weeks it was found that apart from a few who were away for 
illness lasting more than one week the average absences of the re- 
maining 99 was only 1.3 at any one session. Again their eagerness 
impels many of them to come half an hour or more before the 
opening time, sometimes to the embarrassment of the organiser. 
Real distress is often shown when one of them has to leave on 
moving out of the district or because of increasing frailty. One 
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old lady was lucky in winning £1,500 by drawing the winning 
horse in a hospital sweepstake for the Derby, but she begged to be 
allowed to remain in the scheme and is still among the workers, 
demonstrating that it was not for the money that she worked. 

It is quite impossible to measure the benefit to either mental 
or physical health in any units, particularly as there has been no 
selection of individuals on any grounds other than those of ap- 
parent social need. In fact several were taken in order to provide 
some interest and encouragement whilst they were waiting for 
admission to hospital for major operations. Nevertheless every- 
one connected with the scheme, and the relations and friends of 
the elderly themselves, have been convinced of the great improve- 
ment in health which has followed the commencement of work in 
the centre. ‘This has been seen to some extent in relation to 
bodily health and especially in the freer movements of hands 
partly crippled by rheumatism. It has, however, been most strik- 
ingly observed in regard to the mental reactions: often an apathy 
has been quietly replaced by alertness. 

A very noticeable feature even to men has been the neatness 
and cleanness of the workers and their clothes ; often very differ- 
ent from their previous appearance. The senior chiropodist in 
the neighbouring Foot Clinic states that he can readily identify 
the workers by the cleanness of their shoes. 

There are many reasons for the benefits that the old people get 
from being able spend some of their time at work, but few are 
able themselves to analyse them. Their commonest answer to 
the question is that it helps to fill the time or that it makes them 
feel important. 

The fact that it provides something for them to do is un- 
doubtedly important, for it is very dreary and the day very long 
for those who have not the means, the strength or the inclination 
to seek pleasures or to find ways of occupying themselves. A num- 
ber of workers have asked for longer hours, but this is administra- 
tively impossible at present. ‘They often say how depressing the 
weekends seem without the life of the centre and that they wish 
that it would stay open. 

The companionship of others which the centre affords is of very 
great value to those who live alone, as most of them do, and 
suffer a great loneliness: and even for those who live with rela- 
tives or friends the change of company is invaluable in relieving 
the frictions which so often arise. One man of 80 who had been 
able to keep his normal employment until early 1955 was then 
forced to give it up, and his wife became so ex asperated by having 
him about the house all day that she consulted her clergyman as 
to the possibilities of a divorce. The man was referred to the 
centre and was immediately taken on as a social emergency, and 
the domestic dissension was at once relieved. 
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[he routine physical exercise required in the systematic atten- 
dance and the mental exercise necessary in the carrying out of 
even the simpler tasks has prevented the development of debility 
and listlessness that are so prone to appear in the aged and which 
eventually lead to senility. 

The personal pride engendered in meeting their fellow workers 
has undoubtedly stimulated the attention given to tidiness in per- 
son and neatness of clothes. ‘This means much in the preserva- 
tion of self respect. 

The small wage earned has of course been useful in the pro- 
vision of a few extras but has not been the reason for the pleasure 
found in the work. Most, if not all, would have gladly come 
without any payment, as obviously would the lady who won the 
sweepstake. A wage, however, is an essential part of the scheme, 
for by it is demonstrated that the work is useful and that the 
people are truly among the world’s workers. 

‘This gives a clue to the fundamental source of the satisfaction 
given to the workers and the deeper and basic value of the work 
in preserving the spiritual, mental and physical wellbeing of the 
individuals. It enables them to become part of the life of the 
community from which in so many cases they have been shut off, 
and to feel that they still have a role in soc iety and are still able 
to yield service to their fellows, if even in a very humble way: 
for it is in the service of others that man has his chief delights. 
This is made evident by the thrill experienced by the workers 


when they see from time to time articles in a shop window which 
they have pieced together or packed. 

I believe that further schemes along the lines of that described 
would assist in the preservation of the health of many elderly 
persons, provide them with a purpose to make life worth living, 
and give them a countenance of good cheer. 











CLIMATE OF FEAR 


Changing the Public Attitude to Cancer 





By JOHN WAKEFIELD, B.A., F.Z.S., 


Executive Officer, Manchester Committee on Cancer 





ENLIGHTENING the public about cancer is a task beset with diffi- 
culties for the educator. In the medical profession the view has 
been widely expressed that any scheme of public education would 
be certain to aggravate existing fear of the disease and, by crowd- 
ing the surgeries with imaginary ailments, place an intolerable 
burden on overworked general practitioners and subsequently on 
hospitals. Few would doubt the validity of these criticisms as 
applied to schemes involving massive publicity with little thought 
for the content of the material offered to the public. But the 
experiment carried out in Lancashire by the Manchester Committee 
on Cancer has shown that “‘it is possible without ill effects to saturate 
an area with intensive propaganda and maintain the level of 
saturation’’.! 

In my opinion, much of the opposition to cancer education has 
sprung from the manner in which doctors were asked to pass an 
opinion on it. ‘To ask a doctor if he agrees with cancer education 
is no better than asking him to sign a blank cheque. He sees the 
probable dangers of ill-considered propaganda and, since he has 
not been told what form it will take or what safeguards against 
unfortunate results are proposed, his natural inclination is to 
reject the idea to be on the safe side. Put to him a clear picture of 
what is in the questioner’s.mind and how the programme of educa- 
tion would be carried out and he has something concrete to consider. 
In our own experience there is no real opposition to a scheme of 
education once the doctors concerned know in detail what is 
intended and have been given an opportunity of commenting and 
advising on the proposals. 


There is also the problem of what information to give the public 
and how best to present it. It is all too easy to upset people unknow- 
ingly, or to add to their fear in trying to allay it. All those con- 
cerned with cancer education will therefore find invaluable the 
information gained from two public opinion surveys in the Man- 
chester region? and from an investigation carried out by Miss Jean 
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Aitken-Swan and Dr. Ralston Paterson* into the reasons why 
patients delay in seeking advice for symptoms suggestive of cancer. 
The two reports should be considered together ; for the investiga- 
tion into delay among patients, though published later, actually 
prompted the public opinion surveys among women not suffering 
from cancer. 

In each case, the investigators’ main concern was with the 
accessible cancers in women—cancer of the breast and cervix uteri 

two diseases that are curable if treated at an early stage and offer 
early and recognisable warning signs. The main survey of public 
opinion on cancer was made on behalf of the social research depart- 
ment of the Christie Hospital in Manchester by the British Institute 
of Public Opinion. The other was incorporated in a survey spon- 
sored by the Manchester Regional Hospital Board and the Salford 
Public Health Department, the main purpose of which was to 
investigate tuberculosis in Salford. Thus it was possible to compare 
the results of direct questions about cancer with similar ones put 
obliquely in the tuberculosis survey. The enquiry into the reasons 
for delay was carried out at the Christie Hospital with the co-opera- 
tion of 314 cancer patients and their relatives. 

To set out in detail results which can be studied in the published 
reports of these investigations would be pointless. Certain findings, 
however, are of great interest and will bear repetition here. A 
quarter of the women with breast cancer, two-thirds of those with 
symptoms of cervical cancer, and over three-quarters of patients 
with skin and mouth cancer were not aware of the possible signi- 
ficance of their symptoms. Here is a point of immediate interest : 
most women with a lump in the breast knew it might be cancer, 
but nevertheless delayed; whereas most women with extra- 
menstrual bleeding or discharge were unaware that cancer might 
be the cause. The investigators were satisfied that fear was the root 
cause of delay in breast cancer, but ignorance in cervical cancer. 
And their conclusion—‘‘that if education masters ignorance it may 
only result in a transfer from one [ignorance] to the other category 
[fear]’’—is of great importance to health educators. Teaching 
women to know the possible meaning of symptoms is not enough ; 
for it leaves unaflected the deep-seated fear that is responsible for 
delay. 

From what does this fear derive? In some, an unpleasant 
experience of cancer is responsible; but, as might have been 
expected, most had not thought the matter out. With them it was 
“the reflection of a kind of cultural fear—a herd instinct rooted in 
prejudice and ignorance’’. This incommunicable fear of cancer is 
usually rationalised along such lines as fear of “‘doctoring’’ and 
hospitals, operations, dependency, leaving home, ‘“‘being sent 
away’’, losing a job, leaving a young family or sick husband. 

The investigators were unable to escape the conclusion that even 
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if women were given adequate information about symptoms, there 
are no grounds for assuming they would act rationally. ‘‘Cancer 
education,” they added, ‘‘in addition to its purely informative role, 
still has the more fundamental task of convincing those who suspect 
cancer that ultimately they will be better off if they seek treatment 
soon. It has also to influence the deeper and more primitive level 
of thinking, with its ‘magical’, moral and retributive elements.” 

Two factors aggravate the already formidable difficulties of 
promoting confidence in what can be done for cancer patients. The 
fate of the advanced cancer patient is one. A distressing, unpleasant, 
incurable disease about which the doctor seems to be doing very 
little is the usual picture of cancer in the public mind. Nor is this 
impression offset by any awareness that thousands of people do get 
better and lead normal lives. ‘Those who get well either do not 
broadcast the fact or, more often, have not been told what disease 
they have had. And there is no difference in people’s minds between 
palliative and curative treatment. The two are lumped together ; 
so that hospitals, it seems, are érying to cure all and succeeding only 
infrequently. Perhaps the policy of keeping the patient “happily 
ignorant”? of the diagnosis is partly responsible for diminishing 
confidence in the value of treatment. 

From the two public opinion surveys came the information that 
at least 70 per cent of all the women interviewed chose cancer as 
the most alarming of five diseases, which included T.B. and heart 
disease. Oddly enough, cancer was given a higher rating, 74 per 
cent, in the survey devoted to tuberculosis than in the cancer 
survey. Fifty per cent thought that cancer is never cured ; only a 
third thought it curable, against two-thirds in the U.S.A.4. Only 
29 per cent had ever heard of anyone cured of the disease, the 
figure dropping sharply from 44 per cent in the higher to 19 per 
cent in the lower social classes. Less than a third thought that 
early treatment increased the chance of cure, though 77 per cent 
had had personal experience of a cancer case. 

One of the most important findings, confirming those of the 
Christie Hospital investigators, was that in both surveys, though 
the emphasis in one was clearly on tuberculosis, a painless Jump in 
the breast was chosen as the most alarming of five symptoms, the 
other four being loss of weight, a constant cough, a show of blood 
and frequent pain after eating. That was the order of importance 
in which they were placed by women questioned in the cancer 
survey. Not surprisingly, in the T.B. survey a constant cough 
moved up into second place. Of those who chose the painless 
lump as the most alarming symptom, 83 per cent gave as the reason 
that it was due to cancer, a growth or tumour, was hopeless, 
incurable, would spread or lead to very serious results. But less than 
half of those who chose a show of blood as the most alarming 
symptom associated it with cancer. 
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Other questions revealed that ignorance of the nature and 
purpose of treatment is profound, though there is a general aware- 
ness that the cause of the disease is not known. The report goes on : 
“There is, however, a surprising amount of prejudice attributing its 
cause to some moral element—bad living, drinking, dirt. This 
may in part explain the element of shame with which cancer tends 
to be associated. On the vexed question of should the doctor tell, 
opinion is surprisingly evenly split. A key question on why cancer 
is alarming brings out all the atmosphere of incurability and pain 
which was so dominant in the early questions. ... People’s private 
attitudes . . . are no doubt less enlightened than they are prepared 
to admit, but their ‘public opinion’ is enough to show the need for 
education. Cancer of the cervix is predominantly a disease of the 
lower social groups ; yet it is in this class that ignorance of the 
symptoms is most profound, The great majority of women realise 
the possible significance of a painless lump in the breast, but there 
is no sense of urgency when cancer is so widely believed to be 
incurable.”’ 

What lessons can we leain from these investigations ? Neither 
report denies the need for education of the purely informative kind ; 
but each makes it obvious that, however skilfully presented, infor- 
mation about symptoms and the need for early treatment is not 
enough. It may, indeed, make women better informed, but less 
willing to seek medical advice urgently. The most pressing need is 
some way of promoting the confidence in treatment that is at 
present so sadly lacking. And in the replies to one question in the 
public opinion survey lies a clue to a possible way. 

Only a third of the women questioned—a mere 1g per cent in the 
lower social groups—thought cancer could be cured, or had ever 
heard of anyone cured. Here, surely, is a remarkable opportunity 
for education, It would help if those who are cured knew what 
they were cured of and could tell others about it. But the question 
whether a doctor should tell his patients they have cancer is not 
one that can be profitably or properly discussed here ; it is 
undeniably a part of the intimate relationship between doctor and 
patient. Yet so long as the great majority of cured patients remain 
unaware they have had cancer it will remain difficult to promote 
confidence in the efficacy of treatment. 

Is any other approach to the problem possible? However 
impressive the cure-rate figures for early accessible cancers may be, 
however effectively and skilfully presented, they do not even 
begin to penetrate the public’s thick crust of unbelief. We need 
something to appeal not only to reason, but to emotion ; something 
to reach the same primitive levels as the fear and prejudice that 
bar the way to full acceptance of the facts. Statistics cannot do it. 
People might. In the Manchester experiment, we were impressed 
by the striking response of audiences to the personal testimony of 
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one of their number who had been cured of cancer. There were 
obvious objections to “‘salting’’ other audiences with cured patients 
willing to talk, and taking them along as additional speakers would 
put them, as it were, on the wrong side of the fence. 

We therefore decided to try recording the voices of some of 
those with more interesting stories to tell on a magnetic tape- 
recorder. We finally chose a simple interview as the most effective 
method. All the people concerned were recorded at the meetings 
where they first offered to tell their story. I talked with them for a 
few minutes after the meeting, reminding them of those highlights 
of the story I wanted them to bring in again, then began record- 
ing, guiding them occasionally with brief leading questions. ‘These 
recordings are particularly suited to the small, informal meetings 
on which our scheme is based and, played back to other audiences, 
have been most enthusiastically received. 

What do our audiences find so impressive and attractive about 
them ? From the replies of several women who were asked, three 
opinions stand out. ‘They talk so easily about it, and so frankly, 
that you can tell cancer isn’t always as bad as people tell you. I 
have never had a chance before of listening to someone whom I know 
for certain has been cured of cancer’’ (meaning they often suspect 
friends have had the disease, but it is never openly named) ; this 
view has been expressed over and over in one form or another. 
‘“*You are hearing it straight from the horse’s mouth and you know 
they are not wrapping anything up. Even if you heard the same 
story from a doctor, you would think he was making it rosier than 
it really was’’; this is the vague distrust of “‘doctoring’’ making 
itself felt again. ‘“They are real people, not figures on a black- 
board, and that brings it home to you. They talk like us and 
think like us, and you can tell they are not saying only what they 
think the doctor would like them to say.” 

This readiness to accept and believe in a personal story, while 
remaining unmoved by a well-written factual article, can also be 
exploited in newspaper publicity. In the Manchester project we 
work closely with local newspapers and supply them with copy. 
From time to time it is possible to introduce personal stories into 
the reports, making them more welcome to editors and more 
interesting and moving to readers. 

None of this must be taken to imply that there is no place in 
cancer control programmes for the straightforward presentation of 
information and correction of mistaken beliefs; as the surveys 
show, both are essential to our purpose. We use the recorded 
interviews simply to illuminate a point in our talks and, with the 
flannelgraph and magnetic board, they help to achieve variety and 
sustain interest in a way that a plain, unvarnished lecture can 
never do. 


Recently, we have begun experimenting with an adaption of 
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the psycho-drama. We have recorded a short dramatic sketch, 
which presents a typical situation in which a woman who has 
noticed certain symptoms might be expected to receive advice 
from a friend. This recording is played over after a short introduc- 
tory talk and used as the basis of detailed discussion. When the 
audience has reached or been guided to certain conclusions, the 
second half of the sketch, which illustrates the ideal solution to the 
problem, is played and, if necessary, discussed further. While we 
have not yet had time to assess the value of this particular method, 
it is mentioned here to complete the story of how we are tackling 
this particular problem in our current project. A fuller account of 
our media and methods of disseminating information is available 
in the report on the first three years of the project’, and in two 
articles in the journal of audio-visual education, Look and Listen®*. 
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Durinc an “ influenza, coughs and colds campaign” held in 
Fulham recently, there were one or two amusing incidents, 
notably when a letter addressed to an inmate of Wandsworth 
Prison advised him, on a sticker stamp, that the three rules of 
health were: Fresh Air—Good Food—and Plenty of Sleep ; and 
also when a local resident arrived in the Health Department to 
inform the staff that he had a certain cure for all chest colds which 
had been handed down from Roman times. This was to rub olive 
oil under the arm-pits every night. 
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HEALTH EDUCATION IN 
FACTORIES IN WILLESDEN 


By S. LEFF, M.D., D.P.H. 
Medical Officer of Health, Borough of Willesden 








Tue extension of the habit of television-viewing has seriously 
affected attendance of audiences at meetings. This particularly 
applies to health education and new measures have to be con- 
sidered to overcome the difficulty. 

For the past seven years health talks on a variety of subjects 
have been given to religious, social and political organisations, 
trade unions, and many clubs. The audiences have varied from 
about 20 to 80, but there has been a tendency for them to be less 
in the past year. 

One or two talks had already been given in factories by special 
request from the management, and it was thought that a ready 
and perhaps willing audience could be found there. At the ena 
of 1954 it was decided to explore the possibility of giving health 
talks to factory staff during lunch-hour breaks. Several factory 
managements were approached and the response was most 
encouraging. Four talks were given by the Medical Officer of 
Health to approximately 2,400 factory workers, the attendances 
ranging from 400 to 1,000. 

A new drive was made in 1955, and in the first six months of 
the year 14 talks were given in factories on subjects including 
Influenza, Coughs and Colds; Cancer; Mass Miniature Radio- 
graphy; A Good Meal; Accidents Will Happen ; and Poisoned 
Fingers. 

With the outbreak of poliomyelitis in the beginning of July, 
1955, a new stimulus was given to this work. Most factories 
were only too willing to provide facilities for a talk on this 
subject, and some of them approached the department direct. 
Altogether, up to the end of October, 96 talks were given in 80 
factories to 23,500 workers. The number in the audience varied 
from 20 to 4,000, with the majority in the range of 100 to 200. 
The interest shown by both the management and the workers 
in these talks has been very keen and many have expressed a 
desire for more. 

It has been most useful to be able to give essential information 
to the people in the area when many rumours were floating about 
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on the serious nature of the outbreak. I am convinced that the 
giving of advice on prevention to so many people must have had 
some effect in restricting the spread of the disease. 

The number of questions varied, but in some factories they 
were so fast and furious that it would not have been possible to 
answer all of them even if the time had been extended for another 
hour. Samples of the more commonly recurring questions are 
given below: 

Years ago one never heard of polio; why are there more 
cases now, when there is better hygiene ? 

What is the cause of polio ? 

Why does polio affect some areas (or countries) and not 
others ? 

Can the disease be spread by flies ? 

Is the Willesden tip responsible for the spread—because of 
the flies there ? 

Can it be spread by animals ? 

Can the germ be passed on in swimming bath water ? 

Why don’t yeu close swimming baths and cinemas ? 

Why did you allow the Willesden Show to go on ? 

What ages are most likely to be affected ? 

How do you know when you have got polio ? 

When does paralysis first start ? 

Is there a vaccination against polio ? 

If you have had influenza could it have been polio ? 

If you have the mild form how long is it before you are 
better ? 

Can you get polio more than once ? 

Does bad housing and overcrowding help the spread of 
polio ? 

Is there any treatment for polio ? 

Is there a cure for polio ? 

Why are some contacts allowed to go back to work or school ? 

Questions were sometimes amusing, and these were often the 
most difficult to answer. For instance, the question of whether 
the muscular pains in polio were anatomical or physiological had 
to be answered—TI don’t know, but at least they were pains that 
were definitely felt. 

Co-operation with the factory management was not easy at 
first. Nine were written to, asking if they would like a health 
talk for their employees, six replied that they did not want any 
talks and the other three did not reply at all. Telephoning for 
an appoiutment also produced negative results. Attempts were 
therefore made to visit the factory without appointment and 
scheme of health talks was explained to the personnel manager 
or works manager. Immediately seven of the nine factories 
agreed to have health talks. 
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There were, however, many difficulties yet to overcome. The 
first important thing was to avoid any interference with pro- 
duction, and so a talk in the lunch hour or tea break was sug- 
gested. Where the lunch hour was staggered, it was agreed that 
two talks could be given. In some factories where there were 
no proper canteen facilities, talks were given in the workshop 
itself, usually during a tea break. In one large factory a talk was 
given over the public address system. Another large factory 
had a special meeting for departmental representatives, foremen, 
shop stewards and other key personnel, and then arranged for a 
typescript to be circulated throughout the works. Some factories 
actually arranged the talks during the production period and one 
booked a hall for its 800 employees and the time was extended 
to allow for questions being answered. ‘The factory medical 
ofhcer, a general practitioner, attended this talk, and generally 
where the firm employed a factory doctor he was approached 
and he invariably welcomed a talk, and occasionally came along 
to hear it. 

A small number of talks were given after working hours and 
were usually well attended, and one or two factories arranged 
for the last half hour of work to be devoted to the health talk. 

There is no doubt that this new approach to the problem of 
health education has produced very good results indeed. Many 
people have for the first time had an opportunity of hearing 
about and asking questions on subjects which affected them 
intimately. It is hoped that this is the beginning of a new method 
of health education which will become well established. Already 
factory managements have arranged for talks in the near future 
on Influenza, Coughs and Colds; Cancer; and Tuberculosis. 

An enlightened citizen knowing his health problems and how 
to overcome them can play a much more active part in prevent- 
ing accidents and the spread of illness in the community. 








HEALTH EDUCATION 


Refresher 


CANCER 





By A. J. DALZELL-WARD, M.R.CS., L.R.C.P., D-P.H., 
Deputy Medical Director, Central Council for Health Education 





Tue primary object of health education is action, and modern 
interests centre on behaviour and the acquisition of personal 
insight into modes of behaviour rather than the detailed explana- 
tion of complicated medical or physiological matters. At the same 
time there is the need to remove fear and mystery, and to 
bring about diffusion of knowledge concerning human biology 
throughout the whole population. We may regard this 
gradual diffusion as an important force which will not only 
enable people to co-operate with those who can help them in 
health and sickness, but also will be a factor in preserving 
individual freedom and dignity. 

When we consider cancer as a topic of health education, we 
must enquire what action can people be expected to take either in 
the prevention of this disease or in securing early and suitable 
treatment at the first signs of its appearance. Until recently there 
was little that could be promised in the way of prevention except 
in the industrial field where the various occupational cancers have 
been studied for many years, and where preventive measures are 
already in force. As we shall see later, however, recent advances 
in the study of cancer of the lung, of the cervix uteri and of “ pre- 
cancerous states,” do offer some hope of prevention. Although 
the evidence from different quarters is conflicting as to the effect of 
early treatment upon length of survival, nevertheless it is com- 
monplace that the sooner that any disease is treated, the better. As 
the fear of the unknown is an effective barrier to people taking 
action about their symptoms, then anything that can be done in 
this field will obviously be of great benefit. 
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The Chief Medical Officer of the Ministry of Health has shown 
in his Annual Report for 1953 that about one-fifth of the cases 
which present themselves in England and Wales are unfit or un- 
suitable for treatment. Where centres for radio-therapy exist, this 
treatment seems to appeal more to the popular imagination than 
does radical surgery. Radio-therapy is not free from some un- 
pleasant side-effects, and of course certain cancers may be more 
suitable for treatment by surgery. ‘Therefore a better understand- 
ing by the public of what surgery can do in these circumstances 
would prevent the tendency for patients to demand a certain type 
of treatment in the belief that it was less painful or less dangerous. 

Cancer is an ugly word and is used so frequently in literature, 
and in particular the literature of bygone times where authors and 
readers were not prone to our modern squeamishness, that it con- 
jures up at once an unpleasant and sordid picture. ‘The memory 
of a passage in Gulliver's Travels comes to the mind, when 
Gulliver in Brobdinag described a giantess with a gigantic cancer 
of the breast containing “ several holes into which I could have 
easily crept.” Then again so many cancer patients end their lives 
at home, often with a secondary infection of fungating growths, 
producing a peculiarly foetid smell and causing so many grave 
problems in domestic nursing. Cancer has an ugly reputation, 
and it cannot be insignificant that recently the famous Royal 
Cancer Hospital changed its name to the Royal Marsden Hospital. 
May there not be a danger of hiding behind a new description, 
and in denying what is only too obvious ? On a more objective 
plane, Raven and Gough-Thomas (1951) found that 13 per cent 
of a sample of the population interviewed had no idea what cance1 
is, and 17 per cent believed that it is infectious. 

The belief that cancer is infectious is frequently encountered, 
and I have had this question asked at meetings of home helps in 
all parts of the country. Probably allied to this is the belief that 
certain houses predispose to the occurrence of cancer, and there 
is also a belief which now enjoys a certain measure of scientific 
support, that there are geographical differences in the incidence 
of cancer and that this is related to the nature of the soil. 

One difficulty lies in the fact that the general public is not 
educated in statistics, and is unable to differentiate between asso- 
ciation and cause and effect. 

The public needs to know something of the nature of cancer 
and its epidemiology, of its symptomatology, and the scope and 
results of modern treatment. It would also be reassuring to learn 
of the extent of research, and indeed there is probably no medical 
field in which so much research is carried out. As regards preven- 
tion, while advising the public that there is no certainty, never- 
theless there are certain aspects of hygiene which, it would appear, 
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might prevent cancer in certain sites and in any case would do no 
harm but would materially improve the standard of living. 


Epidemiology 

Cancer is second in the list of killing diseases, causing 17 per 
cent of all deaths in England and Wales. Circulatory diseases 
cause more than double the number of deaths as compared with 
cancer. ‘The Annual Report of the Chief Medical Officer of the 
Ministry of Health (1953) shows that in that year a total of 87,924 
persons died from cancer in England and Wales. Of this, 45-935 
were males. [his represents an increase from 73,566 persons in 
1943, of whom 33,935 were males. The increase in male mortality 
is in excess of that of females, and is principally accounted for by 
deaths from cancer of the lung. The crude death rates per million 
were: 1953—2,165 and 1,835 for males and females respectively, 
compared with the 1943 figures—2,200 and 1,752 respectively. 

The application of the Comparative Mortality Index, using 
1938 as a base, shows that in 1943 this was 1.03 for males and 0.96 
for females, and in 1953 it was 1.13 for males and 0.92 for females. 
‘This index takes into account the change in population structure, 
and shows, therefore, that although the crude figures for deaths 
appear to show an alarming increase, the actual increase is not 
so great, and it applies to males only, there having been a slight 
decrease in mortality for females since 1938. 

Figures for the incidence of cancer of various types have been 
published in the Supplement to the Registrar General's Statistical 
Review of England and Wales for 1950-51. Here twelve different 
regions of the country were studied by social survey and the use 
of cancer registration by various regional hospital boards. Special 
study was made of cancer of the breast, the cervix uteri, the 
rectum, and the skin, and the incidence per million of the popula- 
tion at different age groups has been calculated. For the breast, 
for example, the peak incidence of 53 cases per million population 
and 55 per million occurs at the ages of 45 and 65, respectively. 
This is in respect of early primary growth, but in the cases of late 
primary growth, the peak incidence occurs at the age of 65 at 
142 per million. At the age of 25, the rate is one per million for 

early primaries, and 6 per million for late primaries. Definitions 
of the stages of growths are given in the report. 

For cancers of the cervix, the peak for early primary growths 
occurs at the ages of 50 and 55, with rates of 101 and 113 per 
million respectively. For late primary growths, the peak is at the 
age of 55 and the rate is 125 per million. 

For cancer of the rectum, in males the peak early primary rate 
occurs at 65 with 172 per million; the late primaries at 65 with 
167 per million. In the case of females, both early primary and 
late primary show a peak at the age of 65, but early primary cases 
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occur at the rate of 23 per million, and late primary at the rate 
of 52 per million. 

The Ministry of Health, in forecasting the number of people 
who would require radio-therapy, calculated the figure of 500 per 
million of the population in 1942, and 1,200 per million in 1953, 
and experience has shown this forecast to be reasonably accurate. 
Although all these figures give only fragments of the whole picture 
as regards incidence of cancer, they appear to be a reliable guide 
as to what can be expected, rae of the different risks of develop- 
ing cancer at different ages. 

There are also statistics concerning survival rates after various 
kinds of treatment, and the relationship between delay in seeking 
treatment and the prospects of survival. These have been ana- 
lysed by Stocks in Studies in Medicine and Population Subjects, 
No. 3 (H.M.S.O.), and are given in detail in the Health 
Information Digest, Volume 1, No. 2, July, 1954. In the case of 
both cancer of the cervix and cancer of the breast, the percentage 
of five-year cures was proportionately greater in the cases where 
patients had presented themselves for treatment less than six 
months after the appearance of the first symptoms. From the 
United States, the Massachusetts Department of Health not only 
produces figures showing a closer correlation, but also shows 
that the delay period could be materially reduced by effective 
cancer education of the public. Donaldson (1954) has adapted 
the figures produced by Stocks to show the relationship between 
the stage of the disease and prognosis in the case of the uterus and 
breast, and these also are set out in the Health Information Digest. 
In view of this, the conclusions drawn by the Registrar General 
are somewhat surprising, and they are quoted as follows: 

(a) Cancer of the Breast.— The results give rather a curious 
picture. In each age group, the survival rate bears no relation 
whatsoever to the interval before treatment. Especially among 
the late primary cases, patients appear to have a better chance if 
they are treated either before three months have elapsed from the 
appearance of the first symptom, or if the growth has existed for 
more than a year.” 

(b) Cancer of the Cervix.—* The rate of survival bears no rela 
tion to the duration of the disease before treatment. Whether the 
disease is seen in a late or early stage, there are age groups where 
the chance of survival appears to improve with the length of 
history. Taken together, no significant correlation between dura- 
tion prior to treatment and survival is found.” 

(c) Cancer of the Rectum.— The only conclusion that can be 
drawn is that the chances of servivl are not directly related to 
the time elapsing between onset of the first symptom and the 
commencement of treatment.” 

(d) Cancer of the Skin.— The low mortality associated with 
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cancer of this site when treated early is not well seen until the 
rates are corrected for age distribution as is done in the support- 
ing table of the fifth year follow-up.” 

‘These conclusions should not be allowed to discourage efforts 
at education, as there may be several factors which cannot be 
accounted for in the data which are available. There may be 
factors of low malignancy which would offset damage done by 
delay in treatment. The types of treatment adopted in each case 
are of interest. In the case of cervix uteri 88 per cent of the regis- 
tered cases were treated solely by radio-therapy. 3.7 per cent were 
treated by surgery plus radio-therapy, and 1.3 per cent by surgery 
alone. Of the cases which had received no previous treatment, 
radical treatment was possible in 82 per cent, the remainder 
receiving palliative treatment, principally radio-therapy. In the 
case of the rectum, the bulk of the cases were treated by surgery, 
rather more than half being suitable for radical treatment. A 
small proportion were treated by radiotherapy alone. In the case 
of skin, 70 per cent of cases were treated by radio-therapy, 13 pei 
cent by surgery, and 11 per cent by both surgery and radio- 
therapy. 


The Nature of Cancer 


Both Raven (1955) and Russ (1950) emphasise that cancer is 
not confined to mankind and that not only does it attack all kinds 
of animals, fishes and plants, but it has also been known since 


ancient times and is by no means confined to civilised nations. 
These facts should dispel any illusions that it is a disease of 
modern civilisation, or that it can be attributed entirely to the 
new events and factors which have appeared in this century. Even 
in the case of radio-activity, it must be realised that ever since the 
earth’s crust began to cool it has contributed radio-active emana- 
tions into the atmosphere. Davies (1954) shows that the normal 
radio-activity in a dwelling is very little lower than the maximum 
permissible concentration in ordnance works. He also shows that 
the human lung is a natural absorbent of radio-activity, and that 
using a geiger counter it can be shown that the entry of several 
people into a room will diminish radio-activity down to undetec- 
table limits. 

Biologically speaking, cancer is the local over-growth of existing 
cells which produce a swelling or tumour which develops malig- 
nant characteristics. “The studies of the nature of malignant 
growth show that in terms of metabolism and of the activity of 
the cell nucleus, it differs considerably from normal growth in the 
child, or the orderly replacement of dead or damaged cells 
tollowing an injury. Tumours have been examined exhaustively 
for their chemical content and the way in which they metabolise 
various normal nutrients of the body. Of course there are many 
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tumours that can occur in the body which are benign ; that is, they 
remain localised and produce no distant results in other parts of 
the body. The characteristics of malignancy are local extension 
by invasion of surrounding normal tissues, local metastasis into 
lymph nodes and subsequently to other organs, and distant meta- 
stasis by the bloodstream and /or lymph channels. 

These characteristics produce well-known clinical effects, as, for 
example, when a lump in the breast ceases to be freely moveable 
and becomes either anchored to skin or the deeper structures, and 
glands appear in the axilla. There are also cases of benign 
growths in the body cavities, as, for example, a papilloma of the 
bladder which is freely mobile on its pedicle, looking rather like 
a sea anemone when examined through the cystoscope. This is 
in sharp contrast with the malignant growth which is firmly 
anchored to the wall of the bladder in early stages, has no pedicle, 
and in later stages invades the other structures of the pelvis. In 
general it is found that whenever a papilloma grows in a cystic 
structure, it is liable to a malignant change. 

Microscopical studies have shown that malignant tumours have 
characteristic histological appearances. ‘The over-growth of cells 
reproduces the structure of the organ, but as it were in caricature, 
and the malignant cell has an appearance completely different 
from that of the normal cell. ‘There are two principal types of 
malignant tumour: the carcinoma, which arises from epithelium 
of skin, mucous membrane, or solid organs such as breast, ovary, 
kidney and thyroid ; and the sarcoma, which is a malignant over- 
growth of connective tissue, bone or muscle. Sarcomata affect 
children and young people more frequently, whereas carcinomata 
are the characteristic tumours of middle and old age. In addition, 
there is a collection of somewhat unusual tumours such as 
melanomata and teratomata. ‘There is also a malignant degen- 
eration which may occur in a hydatidiform mole. 

Malignancy produces its effects on the body as a whole, first as 
a result of interference of function, secondly by production of 
pain due to the pressure of the tumour mass on the surrounding 
nerves, by production of anaemia due to haemorrhage from the 
tumour, by the production of metastases in vital organs such as 
brain, lungs, and by general toxic effect described vaguely as 

cachexia. The anatomical site of the primary growth will deter- 
mine how soon symptoms appear. In general, the growths affect- 
ing women appear to be more favourable in this respect, for both 
the breast and the cervix uteri are not only easily accessible but by 
production either of a lump which is felt by the patient, or a 
vaginal haemorrhage, make the patient aware of their presence 
very quickly. Similarly in the case of the rectum and prostate, 
there are early symptoms which cause the sufferer to seek medical 
advice. But the same is not true of the stomach, where growths 
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may be fairly well advanced before they produce any symptoms. 
This is important from the point of view of health education, as 
an approach to the public as a whole would be quite valueless 
and it might be as well to concentrate on those sites where not 
only do symptoms appear early, but treatment also can be carried 
out most effectively. It may well be that the slight decrease in 
the mortality from cancer shown by women is related to the fact 
that they have cancers in readily accessible sites. 


Treatment 

If it is already accepted that early treatment of cancer is the 
deciding factor in the survival rate, a question which will be of 
interest to the public is the nature and scope of modern treatment, 
and, in particular, whether the treatment itself is likely to be pain- 
ful, dangerous, or followed by such handicap that life under such 
circumstances is hardly worth living. 

We normally divide treatment into radical and palliative, the 
latter being merely to relieve unpleasant symptoms, while the 
former aims at a complete cure. Surgery is used in both cases, 
and for radical treatment aims at the complete excision of the 
primary growth together with the local metastases in lymph nodes. 
This is sometimes combined with radio-therapy which may also 
be applied to distant metastases. The scope of surgery is much 
increased nowadays on account of the parallel developments in 
blood transfusion, anaesthesia, and the use of antibiotics to pre- 
vent secondary infection. Not only have all these developments 
materially reduced immediate operative mortality, but they have 
removed many of the unpleasant features of undergoing a major 
surgical operation. Naturally the accessibility of the site is an 
important factor, and it may influence the judgement of the 
surgeon as to the practicability of radical cure by this means. In 
some Cases, as in carcinoma of the oesophagus, not only is the site 
of very difficult access, involving considerable disturbance of the 
surrounding structures, but the production of a satisfactory junc- 
tion between the divided ends of the tube poses many technical 
difficulties. In the case of carcinoma of the lung, modern anaes- 
thesia allows complete exposure and removal of the entire organ. 

The next question that arises is the rehabilitation after surgical 
treatment and the provision of some prosthesis which will prevent 
an ugly deformity, or provide an artificially functioning part. 
Modern rehabilitation aims at the restoration of complete func- 
tion and reduces considerably the period of convalescence after an 
operation. Where a severely mutilating procedure has been 
necessary, it is possible to provide an artificial substitute such as, 
for ex ample, an artificial breast. Where there has been complete 
excision of the rectum or the colon, a colostomy is provided with 
a special belt which will enable the patient to lead a normal life. 
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A permanent tracheotomy tube is worn after excision of the 
larynx, and it is possible in some Cases to restore speech. 

Surgery has a place in the relief of intractable pain where 
excision of nerves can be carried out, and in very severe cases, 
section of the posterior tracts of the spinal cord which carry pain 
impulses. 

Radio-therapy is now very extensively used, and has consider- 
ably more scope than formerly owing to the introduction of 
radium units and the use of radio-active isotopes. ‘The gamma 
rays emitted by radium prevent the division of the cell nucleus, 
and so arrest the growth of the tumour and eventually cause its 
destruction. ‘This process is accompanied by fibrosis and scarring. 
Very careful selection of cases has to be made for radio-therapy 
and this is a matter for skilled judgement. ‘There are several ways 
of using radium: by implantation in needles, by surface applica 
tion and by the use of the so-called radium bomb, which is used 
exactly like the deep x-ray therapy machine except that the source 
of rays comes from radium stored in a special container. ‘Then 
of course there is the use of radio-therapy using a special deep 
x-ray plant, where the gamma rays are trained specially upon the 
tumour site. This is used particularly in the case of inaccessible 
brain tumours, and the method allows a great accuracy and pre- 
cision in localisation and dosage. Radio-therapy may be used for 

radical treatment, but it also has an import ant part to play in the 

relief of intractable pain, particularly in bone tumours. In the 
initial stages at least, admission to hospital is required, and the 
control of the treatment necessitates a team of radiologists, patho- 
logists and physicists, as radio-therapy can be dangerous unless 
great care is taken. 

A development in recent years is chemotherapy. One type is 
where chemicals having a destructive action upon a tumour are 
used, and examples are nitrogen mustard and urethane. Here 
action is directly upon the tumour, but there is another type of 
treatment which aims at control from a distance, and here hor- 
mones are used. The sex hormones, oestrogens and androgens, 
are used to bring about the arrest of a tumour growth in the case 
of prostate and breast respectively, the rather curious situation 
arising that female hormones are injected into male patients, and 
male hormones into female patients. In suitable cases, this kind 
of treatment has brought about an arrest of the growth, but here 
again it would be dangerous if people were led to expect that a 
method of treatment of cancer by injection is well established, and 
has replaced the other methods. 


Rehabilitation 


The rehabilitation of patients after the treatment of cancer is 
one of the problems which is the responsibility of the public 
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health service, and is one of the familiar tasks of district nurse 
and welfare officer. In many cases where the patient is disabled 
and requires certain comforts financial aid is necessary. Where 
patients have had a colostomy or any other artificial substitute 
tor an organ which has been removed, they require instruction 
in its maintenance in order that they may be able to live a normal 
life. Great encouragement and moral support is necessary as the 
whole situation may be revolting not only to the patient but also 
to the relatives. It would be agreed, however, that nothing could 
be more tragic than the isolation of the cancer patient from the 
remainder of his family, and that he should be assisted to carry 
on his ordinary social life as long as possible. 


Research 


The volume of research on cancer is prodigious, and the 32nd 
Annual Report for 1954 of the British Empire Cancer Campaign 
contains 546 pages and has 50 individual contributions. ‘The 
introduction informs the reader that the scope of research 
embraces the mechanism of cancer excision by physics, chemistry, 
pathology, clinical pathology and treatment. 

In general, cancer research is pursued in three fields: by epi- 
demiological studies, by laboratory research, and in the hospital 
ward, by clinical studies and clinical pathology. Raven (1954) in 
his Malcolm Morris Lecture gives one of the best reviews of the 
present position that is available. He points out that the original 
observation of Pott in 1775, of the occurrence of chimney sweeps’ 
cancer, began the long story of the study of the carcinogenic effects 
of coal-tar, leading up to the modern discoveries by Cook and 
Kennaway of benzanthracene and benzpyrene, as the carcinogenic 
agents responsible for the experimental tumours. Raven further 
points out that carcinogens can be classified into initiating sub- 
stances and promoting substances. The latter are not carcinogens 
but they may have an effect upon tissues already exposed to the 
action of a carcinogen. ‘The initiating action causes normal cells 
to turn into dormant tumours. This action is powerful. One 
application may be sufficient, and the effect may be irreversible. 
Promoting action on the other hand is operative over a long 
period, and it converts the dormant tumour cells into active 
cancer cells. Raven outlines a five-point programme for cancet 
control: 

1. Research into causation 

2. Prevention 

3. Early diagnosis and treatment 

Rehabilitation of patients after treatment 

5. Care of patients with persistent cancer 
He draws attention to certain pre-cancerous conditions in the 
body and mentions that certain benign tumours will become 
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actively malignant and should be removed. These include 
adenoma of colon or rectum, papilloma of the bladder, duct 
adenoma and fibro-adenoma of the breast, polyposis coli and long- 
standing ulcerative colitis. 

‘There have been several important studies in recent years which 
throw light respectively upon causation of cancer of the lung, and 
of the cervix uteri. The studies of Doll and Bradford Hill in this 
country, and Wynder in America have shown the relationship 
between the smoking of cigarettes and the occurrence of cancer of 
the lung. Further chemical studies have produced strong evidence 
that benzpyrene in tobacco smoke is responsible, and that it is 
derived from the cellulose in the tobacco. Benzpyrene was recog- 
nised over 30 years ago as a cancer-producing agent, and its 
isolation from coal-tar is described by Kennaway (1955). This 
account is worth reading in full as it shows the value of the patient 
and laborious work, often completely remote from the hospital 
ward or the sickbed, which goes to building up this complex 
pattern. 

Stocks and Campbell (1955) have been able to show marked 
differences between the incidence of lung cancer in the rural areas 
of Wales and in Liverpool. They have related the death rates 
from lung cancer to the amount of benzpyrene in the atmosphere. 
For ex ample, i iL iverpool, the atmospheric benzpyrene is eight 
to eleven times as great as in the rural areas, and this ratio corre- 
sponds exactly with that between the mortality of non-smokers 
from cancer of the lung in rural areas and in Liverpool. 

From America, again from the pen of E. L. Wynder, comes a 
remarkable paper on environmental factors in cancer of the 
cervix, Which offers the possibility of prevention by attention to 
personal hygiene. Wynder draws attention to the fact that cancer 
of the cervix varies significantly among different population 
groups. It must be remembered, of course, that the epithelium 
covering the cervix is epidermoid, and that it might be expected 
to behave in a similar way to the skin when exposed to irritation. 
He found that the relative rate of cancer of the cervix is very high 
in those areas where there is a very early age of marriage and 
first coitus, linked with a correspondingly low standard of penile 
hygiene, or lack of circumcision. Therefore we find the incidence 
of cancer of the cervix lowest of all in married Jewish women, 
and in thousands of nuns, both in America and Canada, no 
case of cancer of the cervix has ever been found. 

Wynder examines the possible causes underlying this obser- 
vation. There are no data to suggest that pregnancy plays a part 
at all, but as human smegma has been found to be carcinogenic, 
an obvious conclusion is that early and prolonged exposure of 
the cervix to this substance is a very likely factor. Where circum- 
cision is widely practised or where there is a good standard of 
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hygiene, then the disease is very rarely seen. A very early age of 
first coitus also produces an increased risk, while women who 
have been married more than once show a higher rate of cervical 
cancer compared with those who have been married once only. 
This evidence fits in with the general observation that duration 
of exposure to a carcinogen is an important factor in the develop- 
ment of cancer. 

This evidence is sufficient to stimulate a much higher standard 
of personal hygiene, which at least can have no harmful effect, 
and may well be beneficial in preventing not only cervical cancer 
but many other chronic pelvic infections to which married women 
are so subject. It is interesting to record that in the Moslem 
religion, where circumcision is the rule, it is also customary for 
the husband to perform personal ablution after intercourse. 

Studies have also been carried out by Stocks on social factors 
connected with cancer of the breast, and the preliminary results 
are published in the 32nd Annual Report of the British Empire 
Cancer Campaign. It has been shown that breast cancer deaths 
alter a representative period were the same in single and unfertile 
married women, but lower in fertile married women. The figures 
obtained suggest that the risk of breast cancer is increased when 
marriage is delayed, and that high fertility is a preventive factor 
provided that mi arriage is not delayed too long. The next ques- 
tion which arises is whether a short duration of breast feeding is 


more important than a few confinements as a factor causing this 
excess mortality. It will be remembered that there is a danger of 
a cyst formation. in the lactating breast when lactation is sup- 
pressed and that cystic structures tend to become malignant. 
This inquiry is being carried further, and more detailed analysis 
will be made as well as study of control groups. 


Environmental Factors 


As long ago as 1868, it was suggested that cancer death rates 
tended to be high in low-lying clay soil areas liable to seasonal 
flooding, and contemporary cancer maps were produced to lend 
support to this contention. Once again the name of Stocks is 
associated with the revival of interest in this field, and in the 32nd 
Annual Report of the British Empire Cancer Campaign he gives 
a description, on page 489 of the Report, of an important investi- 
gation which was carried out between 1952 and 1954. 

The Department of Agricultural Chemistry at Bangor examined 

.,00 samples of soils obtained from gardens in North Wales and 
Cheshire, where people had died of cancer of the digestive tract, 
breast and respiratory organs. Here is a quotation from the 
actual report: 

‘Soil might conceivably affect cancer directly or through 
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vegetables or water supplies, by the action of organic carcino- 
gens or anti-bodies, enzymes, trace elements or radio-activity, 
and the first step must be to study the content of soils on which 
people have lived for long periods with a subsequent appear- 
ance or non-appearance of different forms of cancer, and to see 
whether statistical relationships exist. If a correlation is found 
between tle soil character and one or more kinds of cancer, 
that soil character can then be examined in more detail.” 

This study will continue until 1956, using a control series of 
soil samples from other regions, but in the meantime the interim 
report shows that there is a positive correlation between cancer 
of the stomach and what are described as Beta soils, that is soils 
with a fluctuating water table and a high biological activity. 
Studies have also been made of the clay content of enzymic 
activity and trace elements, and as an extension of the research, 
a study of water supplies in these areas will be carried out with 
the co-operation of the medical officers of health. ‘Thus it may 
be that in the future there may be substantiation for what has 
been a formerly held belief, and it would be most unwise to dis- 
miss this too lightly, as for example at a public lecture where the 
question may be raised by a member of the audience. — It is 
another example of how any line of enquiry that can be pursued 
with strictly scientific integrity is worth while in medical research. 
Fundamental Research 

This is a convenient description of the research which is carried 
on in laboratories in all parts of the world, and which is particu- 
larly highly organised in Britain under the auspices of the British 
Empire Cancer Campaign. ‘To the outsider, the number of 
investigations which are undertaken, the titles of the papers which 
are published, and the various professional designations of their 
authors are bewildering and confusing. For example, what 
has the study of mutation of the fruit fly to do with the prob 
lem of cancer? Or the detailed study of enzyme oxidation 
systems ? 

The most comprehensive explanation so far has been supplied 
by Raven (1955) in his recent book which is intended for the 
public. He says, on page 18, “ Has some fundamental derange 
ment occurred in the enzyme system of the cell, or in the organic 
or inorganic constituents ? Does the first marked change take 
place in the chromosomes, the nucleus, or in some of the particles 
in the cytoplasm ?”” Thus an army of biochemists and biologists, 
joined by botanists in some instances, are all studying this prob- 
lem, each making further advances into the understanding of the 
life of the individual cell, and the great bulk of the papers which 
are published in the Annual Report of the British Empire Cancer 
Campaign deal with subjects connected with these fundamental 
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principles. This work is laborious and of a very long-term 
character, as has already been seen in the case of the isolation of 
benzpyrene from coal-tar, and many of the investigators will them- 
selves have died before the pieces of the puzzle are assembled 
together. This appears to be the essential nature of cancer 
research, and should always be explained when people ask 
whether the cause of cancer is known, or when the cause of cancer 
will be known. It is also the answer to the questions of those who, 
being dismayed at the mortality from this disease, urge that more 
money should be spent upon research. 

Another branch of fundamental research is the study of arti- 
ficial tumour transplantation, and the breeding of colonies of 
mice and rats which may be either immune to cancer or have 
guaranteed susceptibility to cancer. Although it is well-known 
that it is hazardous to argue from the results of animal experi- 
ment, nevertheless this type of work has already provided valuable 
clues, 

The study of blood groups is always a reliable guide to possible 
genetic factors, so that a discovery by Aird and his colleagues 
reported on page 375 of the Annual Report of the British Empire 
Cancer Campaign is of particular interest. It has been found 
that there is a relationship between blood groups and cancer of 
the stomach. Cancer of the stomach is commoner in Group A 
and less common in Group O than in the general population. 
Group B is similar to Group O in this respect. Peptic ulcer also 
is substantially more common in Group A than in the normal 
population. In the case of cancer of the lung, breast or colon, 
there is no significant relationship between the occurrence of this 
disease and the ABO groups. 

The fruit fly has for long been used as a valuable experimental 
tool in studying the effects of mutation after irradiation, and this 
is obviously an important link in the study of genetics. 


Clinical Research 


For many years now, tumour registration has been carried out 
at various clinical centres in which there has been a collection of 
data concerning incidence of the various types of cancer, cell type, 
sensitivity to treatment and the age groups of the patients in 
which they occur. Research of a very practical character has also 
resulted in new methods of diagnosis. In addition to the tradi- 
tional methods of clinical examination, radiology and biopsy, it 
is now possible by examination of swabs from body cavities to 
make a diagnosis on cytological grounds. Thus the vaginal smear 
technique for cancer of the cervix is in common use, and the same 
method has been applied to the examination of sputum in cases 
of cancer of the lung. These techniques are obviously of great 
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importance to the question of early diagnosis, and as they can be 
carried out with little or no discomfort to the patient and without 
admission to hospital, knowledge of them is important to secure 
the co-operation and goodwill of the public. Such tests of course 
are necessarily of a screening nature, and positive or doubtful 
cases would be followed up by a more thorough examination. It 
would be very wrong to give the public the impression that here 
is an infallible press-button type of diagnosis. 


What Can be Done About Prevention ? 

It will be agreed that the story of cancer research is becoming 
more encouraging year by year, and that already we have distinct 
pointers to a policy of prevention. We may regard prevention on 
two levels. Firstly, the removal of the initiating and promoting 
factors from the environment, and secondly the early treatment 
of the pre-cancerous and cancerous lesion so as to secure the maxi- 
mum possible survival with the minimum of mutilation and dis- 
ability. At both levels the public itself has a part to play. At 
the first level we may cite the prevention of atmospheric pollu- 
tion, the moderation or abandonment of smoking, and the atten- 
tion to personal hygiene of the genito-urinary area. ‘There is also 
a distinct suggestion that satisfactory breast-feeding, carried out 
until weaning is complete, may be a preventive factor in breast 
cancer. ‘Then there is general personal care to prevent the occur- 
rence of pre-cancerous lesions from chronic irritation, or to obtain 
immediate medical advice when they are first noticed. ‘Thus 
dental and oral hygiene are important and the protection of the 
skin from known carcinogenic agents such as are met with in 
industrial processes. Self-medication should also come under 
review, and purgatives which contain possible carcinogens should 
be withdrawn from the market. The continual use of purgatives 
of an irritant character may also be dangerous, as it has been 
shown that polyposis coli is a pre-cancerous condition. 

Next in importance is the recognition and importance of early 
symptoms. A special study of this subject has been brilliantly 
described by Koos (1954) where it is shown that the same symp- 
tom—for example, bleeding from the rectum—is held to be signi- 
ficant by some social classes and unimportant by others. Raven 
(1955) gives a list of seventeen symptoms which should be attended 
to. He emphasises that they do not necessarily mean cancer, but 
that they should never be neglected. These range from a sore in 
the mouth to an unusual discharge from the vagina, and include 
haemorrhages and alterations in body function. Symptoms 
related to the respiratory tract are also included. 

The importance of such symptoms and how to recognise them 
shoyld obviously form part of a health education campaign in 
this field. Films have been produced which are of great help, in 
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particular Self Examination of the Breast.* here are also 
bookletst+ dealing with symptoms of breast and uterine cancer. 

Such, then, is the technical background and content of the field 
of education of the public concerning cancer, but the matter is 
not so simple as the mere handing on of this information, in how- 
ever simple a form. ‘There is probably no field where there is 
greater emotional involvement, and this has necessitated delay in 
making an approach to the public until more was known of the 
public’s own attitude and motivation towards this disease. As a 
preliminary to starting educational work in this field, it would be 
valuable for health educators themselves to engage in free group 
discussion in order to discover and recognise their own personal 
attitudes. Here is no question of “ we” and “ they,” for health 
educators are in exactly the same position as their clients in regard 
to the hazards of developing cancer. 

* Obtainable from: The Films Officer, United States Information Service, 
5, Grosvenor Square, London, W.1. 


+ Obtainable from The Central Council for Health Education, Tavistock House, 
Tavistock Square, London, W.C.1. 


REFERENCES 


Annual Report of the Chief Medical Officer of the Ministry of Health for the 
Year 1953- 

British Empire Cancer Campaign, 32nd Annual Report, 1954. 

Davies, C. N. Dust is Dangerous. Faber & Faber, Ltd., 1954. 

Doll, R., and Hill, A. B. Health Information Digest (C.C.H.E.), 1954, 1, No. 2. 

Donaldson, M. Health Information Digest (C.C.H.E.), 1954, 1, No. 2. 

Kennaway, E. ‘“‘The Identification of a Carcinogenic Compound in Coal- 
Tar.” British Medical Journal, 1955, 25 pp. 749-52. 

Koos, E. L. The Health of Regionville. Columbia University Press, New York, 
1954. 

Raven, R. A Handbook on Cancer for Nurses and Health Visitcrs. London: Butter- 
worths, 1953. 

Raven, R. Cancer and Allied Diseases. Duckworth’s Modern Health Series, 
London, 1955. 

Raven, R., and Gough-Thomas, J. ‘“‘Cancer Education of the Public.”’ Lancet, 
1951, 2, pp. 495-96. 

Raven, R. Malcolm Morris Lecture of the Chadwick Trust. Medical Officer, 
1955; 93s Pp. 59-03. 

Registrar-General’s Statistical Review of England and Wales, 1950-51. 
Supplement on General Morbidity, Cancer, and Mental Health, 1955. H.M.S.O. 
Russ, S. Cancer: Where We Stand. London: Oxford University Press, 1950. 

Stocks, P. Studies in Medicine and Population Subjects, No. 3. H.M.S.O. 

Wynder, E. L. “‘Environmental Factors in Cervical Cancer.” British Medical 
Journal, 1955; 15 PP. 743-47. 

‘The Education of the Public Concerning Cancer.” Health Information Digest 
C.C.H.E.), 1954, 1, 2, pp. 110-20. 





International Report 





THE PHOLELA HEALTH CENTRE 
A Progress Report * 





By SIDNEY L. KARK, M.B., B.Ch., Institute of Family and 
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FOLLOWING the Report of the National Health Services Commis- 
sion in 1944, the government decided to establish Health Centres 
in various parts of South Africa. Pholela was considered a useful 
pilot project in this new service. As a result the Pholela Centre 
became the rural section of an Institute of Family and Community 
Health which was established with Headquarters in Durban." *: * 
Established in April 1940, it is the oldest section of the Institute. 


The Nature and Extent of the Service 


The essential features which have developed include care of the 
sick and prevention of illness by the doctor and nurse, associated 
with a programme of health education carried out by specially 
trained “health assistants” acting under the direction of the 
doctor. The result has been a very closely integrated curative, 
preventive and promotive health service in which there is an ever- 
increasing appreciation of the community's health needs and an 
understanding of the various families served. During the past 
year the Centre has been fortunate in having a dentist on the 
staff ; the preventive and curative service has thus been expanded 
to include this most important aspect of health care. 

The Health Centre’s practice consists of a general service and 
a more defined family health and medical care programme. 

1.The General Service.—This is available to all who wish to 
use it regardless of their domicile. It includes out-patient treat- 
ment of the sick and special sessions for the care of the expectant 
mother and the mother with her baby. 

In addition, Health Centre staff are often asked to assist in the 
control of outbreaks of epidemic diseases in neighbouring districts. 

2. The Family Health and Medical Care Programme.—This 


* Reprinted in abridged form from South African Medical Journal, 26, 6 and 7, 
February 9 and 16, 1952. 


101 





relatively intensive service was started in 1942, including 130 
families with a total population of a little less than goo persons. 
By gradually extending the area of this service the Centre now 
provides a family health and medical care programme for a 
population of some 8,500 people in the district of Pholela. 


Responsibilities of Various Members of Staff 


1. The Medical Officers.—Each doctor on the staff is responsible 
for between 400 and 500 families living in a defined area. Thus 
each doctor, in addition to the general out-patient service, is 
responsible for between 2,500 and 3,500 people included in the 
programme. His functions in respect of these families include: 

(a) The treatment of the sick at the Health Centre and, where 
necessary, in their own homes. 

(b) Preventive services, of which the foundation is the 
periodic health examination. 

(c) The direction of the nursing service and health education 
programme that is carried out by the nurses and health assis- 
tants working with their families. 

2. The Nurses.—Like the doctors, each nurse is concerned with 
both curative and preventive aspects of nursing in the families 
she serves. The main orientation of the preventive nursing 
service is towards the care of the expectant mother, midwifery, 
and the care of the mother and her baby. Special sessions for 
expectant mothers and mothers with their babies are organised 
at the Health Centre and at suitably located homes in the district. 

3. Health Assistants.—Their main function is health education. 
By means of home visiting, group discussion and practical demon- 
stration, an intensive educational programme for better health is 
carried out. ‘The major aim is to stimulate the people so to 
modify their own way of life as to lead to better standards of 
health. ‘This persistent personal health education of men, women 
and children is directed towards the following objects: 

(a) Reduction of the high incidence of preventable com- 
municable diseases by explaining the nature of these diseases 
and their spread. Improvement in the home and its environs, 
more especially in respect of the sanitary disposal of refuse by 
the making of compost, the construction and use of pit latrines, 
the protection of food stored in the home, the protection of 
water supplies and improvements in the structure of the huts 
built by the people. This programme of improved environ- 
mental hygiene is associated with one directed towards raising 
the standards of personal hygiene. 

(b) Improvement in the state of nutrition through improve- 
ment in the diet. This involves increased knowledge in regard 
to the relationship between diet and health in general as well 
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. as in regard to the special needs of different age groups and the 
expectant and nursing mother. 

(c) An appreciation of the value of periodic health examina- 
tions and the need for treatment of disease in its early stages. 
This requires fundamental education as to the meaning of 
health and the nature of various diseases. he people's own 
concepts have to be carefully studied in a programme of this 
kind and their own experience related to the various aspects 
of health and disease which are discussed. 

While the health education programme is presented in simple 
form, it requires considerable skill and patience and to this end 
the specially trained health assistants are directed by the medical 
officers in charge of the Health Centre practice. 

In this way a clinical and preventive service provided by family 
doctors and nurses is integrated with promotive service carried 
out by health assistants trained as community health educators. 
More specialised services (provided by the dentist, and special 
laboratory diagnostic facilities) considerably enhance the scope of 
work of the Health Centre. 

During the course of a year the Health Centre has some 26,000 
attendances for curative and preventive care ; in addition some 
14,000 home visits are carried out. 


SOME IMPORTANT FEATURES OF THE SERVICE 

The very common occurrence of various communicable diseases 
and the extent of chronic malnutrition, associated with frequent 
episodes of acute nutritional failure, inevitably resulted in con- 
siderable attention to these problems in the Centre’s programme. 
Maladjusted and unhappy relationships with emotional tension 
and neurotic conflicts are major features of the various illnesses 
believed to be due to witchcraft. Clinical practice and health 
education require an understanding of these processes if the needs 
of the people are to be met by the Health Centre. 


1. The Control of Communicable Diseases 


Preventable communicable diseases are among the most impor- 
tant causes of ill health and death in the Pholela community. 
Among the more common diseases are syphilis and tuberculosis, 
typhoid fever and dysentery, typhus fever, smallpox, diphtheria, 
measles, whooping cough, and skin infections, viz., scabies and 
impetigo contagiosa. 

(a) Epidemics.—Serious epidemics of typhoid, typhus, smallpox 
and diphtheria are by no means uncommon, and the Health 
Centre has assisted in the control of outbreaks of these diseases 
in the neighbouring areas. 

In the early days of its existence (before the creation of a 
family health and medical care programme) several major 
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epidemics occurred in the immediate vicinity of the Health 
Centre. 

Since the introduction of this combined preventive and curative 
service no epidemic of various major communicable diseases, such 
as typhoid and typhus fever, smallpox and diphtheria, has 
occurred in the expanding defined area. 

In order to keep this defined area free of outbreaks of these 
diseases, the people are given instruction about these diseases, and 
methods of their prevention. Strenuous efforts on the part of 
the health assistants to interest the families in improved home 
and environmental cleanliness and in personal cleanliness have 
met with a good deal of success over the years. Over 150 families 
now have compost pits in which their household refuse is 
deposited, and some 100 to 120 families have co-operated in buy- 
ing material to protect their water supplies. The labour for this 
purpose is provided by the people themselves ; the Health Centre, 
having st:mulated the desire, then provides the necessary technical 
advice. In this way also a number of pit latrines have been built 
and improved methods of food storage introduced. ‘The progress 
is slow but each year the momentum increases. 

People are encouraged to be vaccinated and immunised as part of 
their routine care by the Centre, and all huts are regularly dusted 
with DDT powder to kill lice. For the last few years this routine 
dusting has been carried out by the families themselves. 

The efficacy of this programme is indicated by the frequency 
with which families served by the Health Centre have been 
exposed to infection without a local epidemic resulting. Patients 
suffering from typhus, typhoid fever or diphtheria have come to 
live in homes in this area, in order to get treatment from the 
Health Centre. In no case has there been any spread of the disease. 
The health assistant has not only proved a most useful health 
educator but, by his knowledge of the community, has been able 
to report on the arrival of a sick person to a particular home. 
This has led to early recognition of such cases by the medical 
ofhicers and medical aids, with consequent early treatment and 
preventive measures. 

(b) Scabies and Impetigo.—When the Health Centre first com- 
menced work, scabies and impetigo, while seldom causes of death, 
were major causes of ill health in this community. A minority 
of homes were without one or both of these diseases, and in infants 
and children the condition was often generalised and very severe. 
Records for 1942 show that 17 per cent of patients attending the 
Health Centre were grossly infected, while 82 per cent of school 
children examined had either scabies or impetigo. 

Initially attempts were made to control this disease by treating 
all the school children. After a year of intensive effort the results 
were not satisfactory, as most of the children became re-infected 
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at home. Home treatment, both curative and preventive, was 
then instituted. This involved education on the role of personal 
cleanliness in the prevention of the disease, and persuasion of the 
whole family of an infected case to undergo treatment. 

As a result of this programme carried out over the years, only 
3-6 per cent of patients attending the Centre in 1950 were found 
to be infected (the infection usually being of a mild nature) and 
7-8 per cent of school children examined had either scabies or 
impetigo. Severe generalised scabies with superimposed impe- 
tigo is now not seen in school children and babies of this area. 

(c) Syphilis.—It is difficult to give an exact figure for the inci- 
dence of syphilis in this community, as most male migrant 
labourers do not attend the Centre on their brief visits home from 
town. The Health Centre figures indicating an incidence of 
between 85 and 100 cases per 1,000 population are probably an 
understatement of the true state of affairs. 

Because of the more common occurrerice of the disease in the 
community, and more especially its very high incidence in expec- 
tant mothers and babies,* attempts to raise the standard of health 
of the people have included an intensive educational programme 
related to the early treatment and prevention of syphilis. 

Early diagnosis of infection and case finding is an essential 
part of this programme, and the Wassermann test is routine in 
all health examinations. Of more importance in the control of 
the disease is the extent to which infected persons and their imme- 
diate contacts appreciate the need for full and adequate treatment. 
To achieve this doctors and nurses spend much time explaining 
the nature of the disease and the need for treatment to individual 
patients. At the same time a community health education pro- 
gramme is carried out, in which the spread of the disease, its effects 
on the child, and its natural history are discussed. This educa- 
tion has always to take into consideration prevailing concepts of 
the people in regard to the disease and the relationships of these 
concepts to culturally accepted theories on aetiology and methods 
of spread of illness. Where such thought processes are in direct 
conflict with the ideas of modern scientific medicine, and are 
likely to impede efforts to control the spread of the disease, great 
patience and tact has to be exercised by the educator in an effort 
to bring such concepts more into line with modern ideas. The 
programme is likely to be more successful when commonly 
accepted attitudes towards illness and specific concepts concerning 
the particular disease are intimately understood. 

In this way a more enlightened public opinion is being 
developed so that not only is an increasing use being made of the 
health examination service offered, but patients diagnosed as 
having syphilis also co-operate very well in the necessary treatment. 
Here it is important to mention a feature of the family service. 
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There are no special disease clinics, with the result that patients 
who have syphilis are not segregated at special sessions. ‘hey 
attend the Health Centre with others and the treatment of these 
syphilitics is included as part of a programme directed towards 
improving their health. The health education of the community 
by health assistants, associated with that of the individual case by 
the doctor and nurse, can be seen in the very good response of 
patients to the treatment advised. 

‘Thus 65, per cent of the patients advised to have daily penicillin 
injection completed their course in spite of the long distances 
they had to walk over mountainous country, while a further 
16 per cent had 8 or more injections. Over 80 per cent of these 
patients, therefore, received 4,800,000 units of penicillin or more. 

The attendances for the further arsenic and bismuth injections 
are, as might be expected, a good deal more irregular, but the 
majority of the patients received 16—24 injections of arsenic and 
bismuth following their penicillin treatment. 

(d) Tuberculosis.—Tuberculosis is a serious public health 
problem in this community. In a survey carried out in one 
section of the district, consisting of 150 homes, no fewer than 26 
(17.3 per cent) were found in which there was, or had recently 
been, an active case of tuberculosis. ‘The known case incidence 
in the defined family service area is 15.7 per 1,000 population. 
This figure is probably an understatement ; in the absence of 
X-ray facilities at the Centre, the majority of cases are diagnosed 
by the finding of positive sputum or a positive tuberculin reaction 
in babies, supplemented by radiological findings in a limited 
number of cases. Furthermore, in 1950, 10.6 per cent of the known 
causes of death were due to tuberculosis. 

The Health Centre’s programme in controlling the spread of 
the disease may best be discussed under two headings: 

i. The care of the adult “ positive spitter.” 
ii. The care of primary tuberculosis in infants and children. 

i. The Adult.—As soon as a diagnosis of active pulmonary 
tuberculosis is made, the patient and his family are met by the 
doctor and nurse concerned and the nature of the disease is 
discussed. This talk is aided by the use of the microscope and 
posters. Attempts are made to get agreement to hospitalisation 
(either in Springfield Hospital, Durban, 100 miles way, or at a 
Mission hospital 40-50 miles away). If hospitalisation is refused, 
as it often is, the patient and his family are then shown how 
isolation can best be maintained in the home. The sleeping 
arrangements, disposal of sputum and ventilation of the hut are 
discussed, and arrangements made for regular attendance at the 
Health Centre of all other members of the family. In addition, 
attempts are made to improve the diet of the patient and regular 
supplements of dried skim milk powder and vitaminised oil are 
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made available. More recently PAS has been introduced in the 
treatment of suitable cases. 

ii. The Infant and the Child.—The main approach consists of 
attempts to remove the child from the active source of infection 
and to improve his nutritional state. 

The intimate knowledge that the Health Centre has of these 
families often facilitates the placement of such children with 
relatives away from the active source of infection. If the patient’s 
condition warrants it, an initial period in hospital is advocated. 

The family is then urged to take advantage of the Health 
Centre’s nutrition programme to improve the dietary resources 
of the home. Regular attendance at the Centre ensures, among 
other things, regular therapeutic supplements of dried skim milk 
powder, vitaminised oil and vegetables from the Health Centre 
demonstration garden. 

Integrated with this case work is the education of the total com- 
munity, by the health assistants, of the nature of the disease, the 
methods of prevention and treatment in adults and in children. 
The role of good diet, fresh air and isolation of active spitters is 
particularly stressed. 

In association with Dr. B. A. Dormer, of the Department's 
tuberculosis service, plans are being carried forward to establish 
a tuberculosis settlement at the Health Centre. This, together 
with the community health education programme, will reduce the 
tremendous resistance that exists at present towards hospitalisation 
of patients so many miles away from home. 

This resistance is influenced by the belief that the symptoms of 
cough with blood-stained sputum and loss of weight result from 
poisoning by an ill-wisher and can be cured only by a witch- 
doctor (inyanga), while a diagnosis of “ tuberculosis ” carries with 
it a death sentence. In addition to this widespread belief, the 
very poor nutritional state of the people facilitates the spread of 
the disease as does the inward flow of new cases returning from 
the towns. 

It can therefore be appreciated that control of tuberculosis is 
at present dependent upon the nutritional state of the people 
being vastly improved, mainly through soil conservation (a 
national problem) the reduction of the numbers of migrant 
labourers (another national problem) the provision of adequate 
diagnostic and isolation facilities, and the education of the com- 
munity about the nature of the disease and methods of prevention 
and treatment. 


2. The Nutrition Programme 


Adequate nutrition is never the concern of a health service only. 
In a community such as that of Pholela it is an agricultural and 
general economic problem as well as the concern of sociologists 
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and health workers. The Health Centre’s programme is thus a 
contribution to what should be a broadly based community 
development plan. 

Clinical nutrition studies have revealed that over 80 per cent 
of the population exhibits obvious and often gross stigmata of 
malnutrition. In the early days of the Health Centre this resulted 
in the relatively frequent occurrence of such gross instances of 
nutritional failure as classical pellagra in adults and infantile 
pellagra (malignant malnutrition, kwashiorkor) in children.*® 

The Health Centre has concentrated on attempting to improve 
the knowledge of the people in the relationship of diet to health 
and to increase the home resources of the families. In. addition, 
special programmes for the mother and infant and for children 
were developed. 

(a) The Family.—By home visits and group education people 
have gradually begun to realise the importance of diet in health. 
This teaching has been associated with attempts to encourage 
families to start their own home vegetable gardens, and to modify 
some of the food taboos. 

Various methods have been use to increase the consumption 
of vegetables, e.g., the establishment of a demonstration vegetable 
garden at the Health Centre, from which vegetables are prescribed 
for patients; the establishment of a daily market (run by the 
people themselves aided by members of the Health Centre) at 
which surplus vegetables can be bought and sold ; various cooking 
demonstrations using vegetables, and the creation of a very 
successful seed-buying co-operative society. In addition, periodic 
vegetable garden competitions have created a great deal of interest 
in gardens. 

In January and February 1941, of 145 homes surveyed, except 
for pumpkins (63 homes) and potatoes (45 homes) which were 
fairly common, only 5 homes had any green vegetables (beans 
and/or cabbage). 37 homes (25.5 per cent) had no vegetables 
at all. In the same months of 1950, of 917 homes surveyed 722 
had vegetable gardens and more than 25, varieties of vegetables 
were being grown. 

(b) The Mother and Infant.—Expectant and nursing mothers 
with their infants have been singled out by the Health Centre 
as the groups most in need of an improved diet. At the ante- 
natal sessions expectant mothers learn what particular foods are 
necessary for their own health and that of the unborn child. 
Special cooking demonstrations show them how to prepare these 
foods. When necessary, therapeutic supplements of dried skimmed 
milk powder, vitaminised oil, iodised salt and vegetables are 
prescribed. The attendances at these sessions have risen from a 
negligible number in 1942 to go per cent of the pregnant women 
in the area in 1950. 
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Facilities are now available for women to be delivered at the 
Health Centre. They are encouraged to come and live in huts 
on the Health Centre property about a week before term. After 
being delivered they spend a further week at the Health Centre, 
and the period before and after delivery is utilised in further 
intensive education and demonstrations on the feeding and care 
of the mother and the new-born baby. ‘Thereafter mothers are 
encouraged to bring their babies regularly to the weekly mother- 
and-baby sessions. Here they meet their own doctor and nurse 
again. The periodic health examination of mother and child is 
an intrinsic element of this essentially educational service. 
Demonstrations: on infant feeding supplement the education 
given to each case and, as 80 per cent of all mothers with babies 
attend these sessions, the general pattern of infant feeding is 
changing markedly in this area. ‘The most significant change has 
been the increased appreciation of the value of foods other than 
the mealie. Breast feeding remains the foundation on which 
these other foods are introduced. 

As far as the pre-school and school children are concerned, the 
Health Centre has developed various approaches to improvement 
of their nutritional state. Supplementing the family health 
education programme are special sessions at the Health Centre 
for children of pre-school age when they are introduced to various 
foods through play and specially prepared meals. The Health 
Centre staff is also associated with the government school meal 
plan. A special committee, consisting of the head teachers of 
several schools and the medical officer in charge of the Health 
Centre, organises a combined school meal service for these schools. 
Not only has it been possible to improve the diet of the school 
children in this way, but the meal and the school vegetable 
gardens have also proved important as educational situations in 
which the children learn the value of various foods. 

Periodic health examinations of the children have allowed for 
further discussions with the children and their parents about their 
needs for better nutrition and growth. Analysis of the material 
from such studies has also formed the basis of various community 
nutrition surveys and the health education programme based on 
these findings. 

The remainder of the Report, together with References, will 
appear in our September issue. 
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ANTENATAL ILLUSTRATED: ‘THE NAtTu- 
RAL APPROACH TO HAppy MoTHER- 
Hoop, by Grantly Dick Read. 
(Heinemann. 1955. Pp. 55. 


Price 3s. 6d.) 


THe ABC or NaruraL CuHiLpsirtH, 
by Barbara Gelb. (Heinemann. 
1955. Pp. 188. Price res. 6d.) 

In many directions we are probing 
more deeply and widely into the com- 
plex processes that support our living. 
Physiologists and physicians are all the 
time demonstrating more fully the 
intricate balance of our bodies’ mechan- 
ism, and psychologists and psychiatrists 
give increasing evidence of the intimate 
involvement of the psyche with all 
bodily processes. It is not surprising that 
the pressure of modern life frequently 
causes a breakdown of these processes : 
we have not yet learnt to adjust our- 
selves to all the new stresses and strains. 

All this is seen particularly clearly in 
relation to childbirth. It is not a suffi- 
cient treatment to say, “‘childbirth is a 
natural process, leave it alone”. Under 
modern conditions it is not natural ; 
steps have to be taken to make it so, or 
rather, to allow it to return nearer to 
the natural by freeing it from some of 
the difficulties that surround it. 

The term ‘‘natural childbirth” is 
familiar to everyone. It is rather an 
awkward label and is used for various 
ideas and systems, but the declared aim 
is generally to make the best use of the 
mother’s own resources. The great 
leader of the movement towards natural 
childbirth was, of course, Dr. Grantly 
Dick Read, and for this work we can 
hardly be too grateful. Being an 
enthusiast he has tended to over-simplify 
his theories. What he can do others may 
not always be able to imitate. For 
example, a woman who has had the 
physiology of pregnancy and labour 
explained to her will not necessarily be 
rid of all her doubts and fears, fears 
which may be entangled in a host of 
past experiences, some of them quite 
unrelated to childbirth. It is true that 
explanation will help a good deal, but 
it is the spirit and attitude of the teacher 
that is so often the therapeutic factor, 
and this operates even more strongly 
during labour than during pregnancy. 
Dr. Dick Read makes this point in his 


recent new booklet, but for whom, then, 
was it written? There is insufficient in 
it to provide a teacher with what she, 
or he, needs to know, but some of the 
instructions apply only to the teacher. 

The movement towards ‘‘natural 
childbirth” has been strengthened by 
many workers, notably by certain physio- 
therapists. Some of the exercises they 
teach are quite unproven in their value 
and Dr. Dick Read wisely advises against 
exaggerating their importance. One 
wonders why he gave so much space to 
them in such a short booklet. 

There are brief descriptions of the 
physiology of pregnancy and labour and 
Dr. Dick Read’s especial approach to 
these, of breathing and relaxation and 
some exercises, of the conduct of ante- 
natal classes, of the hygiene of pregnancy 
and of Dr. Dick Read’s maternity belt 
and brassiére. 

In the second book the scheme that is 
practised at the New York Hospital is 
described from the point of view of a 
patient—-a lively and intelligent Ameri- 
can woman. We follow her reactions on 
learning she was pregnant, her conver- 
sion te “natural childbirth” and the 
conversion of her husband, her attend- 
ance at the antenatal classes, her labour 
and her subsequent adjustment to herself 
and to her baby. Her account shows 
sound common sense in the assessment 
of what is valuable, what are miscon- 
ceptions. She does place too much faith, 
in the opinion of your reviewer, in the 
efficacy of certain exercises. On the 
whole, the medical facts are accurate 
and trouble has obviously been taken to 
try and ensure this; the descriptions, 
too, are quite full, but no claim is made 
that this is a book of instructions. 
Rather it is an introduction to “‘natural 
childbirth” ideas. 

One issue is taken for granted, and 
that is that the classes are merely a pre- 
paration for the labour to follow, that the 
right treatment in labour is an essential 
part of the scheme. ‘This may seem 
obvious, and apparently is so to our 
colleagues in the States, but is not always 
seen quite clearly in this country. And 
this, more than anything else, brings 
‘natural childbirth’ into disrepute. 
Classes are being held by enthusiasts 
who have no opportunity to see the 
outcome of their teaching and who, in 
the absence of day-to-day experience of 
actual labour, are relying upon some 
formalised system. These systems are 
becoming stereotyped far too soon, 
before we really know enough about 
them. 


110 





Basies Grow1nc Up, by Nurse McKay. 
Routledge & Kegan Paul Ltd., 
1956. Pp. 232. Price 7s. 6d.) 

Here is a book that has been written 
for parents by a parent. 

Probably therein lies the secret of the 
author’s very wide understanding of her 
subject from real and imaginary diffi- 
culties of a mother to the complexity of a 
child’s mind. The uninitiated seeking 
advice for the first time would perhaps 
feel a lack of continuity on some subjects 
when finding, for instance, chapters on 
the care of premature babies and twins 
between chapters devoted to the toddler’s 
needs and development, and would feel 
hesitant to accept the chest as the recom- 
mended site for vaccination. 

But these points do not detract from 
the practical common sense found in 
each chapter. It is gratifying, too, in 
these days of stress, to find a book where 
the spiritual side of a child’s upbringing 
is not forgotten. 

This is a book at a price within every- 
one’s purse, written in language easy to 
understand and with small but clear 
illustrations, that can be recommended 
to all young parents and to the libraries of 
all mothercraft classes. 


M. I. WELLER. 


INFANT NUTRITION IN THE SUBTROPICS 
AND Tropics, by D. B. Jelliffe. 
World Health Organization. 1955. 
Pp. 237. Illus. Price 25s 

The Western-trained doctor, nurse, 
midwife or health visitor working for the 
first tume with mothers and children in 
the tropics comes up against all kinds 
of problems which are not described in 
the text-books, and rarely stressed in any 
training course. ‘This is particularly so 
with regard to infant and child feeding 
(so unquestionably linked, in Western 
cultures, with the idea of milk in some 
form or other), and to the nutritional 
disorders rarely demonstrable in the 
wards and clinics of the economically 
developed countries. 

This monograph is designed to help 
such workers to adjust their attitude and 
approach to the conditions they will find 
around them, and to supply the facts (as 
far as they are known to-day) on which 
they can base their action, both as 
therapeutists and as paediatric workers 
interested in the prevention of ill-health 
in mothers and children. 

The opening chapter, a short review 
of the evolution of infant feeding in the 
West, shows how recent in our own 


culture is the present dependence on 
animal milk as a food for the weaned 
child, and prepares the reader for the 
ensuing description of the variety of 
methods of infant feeding found in 
different countries. Where present-day 
knowledge permits, the geographical 
distribution, physiology, pathogenesis, 
clinical picture and treatment of the 
nutritional disorders of infancy and 
childhood are described—-the important 
and widespread syndromes of the wean- 
ing period in some detail. 

The prevention of malnutrition in 
childhood can only be achieved by 
improving infant and child feeding 
practices. While discussing various 
ways in which this may be done, the 
author stresses the importance of an 
open-minded and unprejudiced approach 
to the local customs and beliefs in this 
sphere, and the absolute necessity of 
adapting all advice to the local condi- 
tions—cultural, economic and environ- 
mental. The prevention of kwashiorkor 
is dealt with in a separate chapter. 

Education of the parents must form 
the basis of any attempt to improve 
child health in the tropics and, as this is 
recognised as one of the main functions 
of the Maternal and Child Health Centre 
in any country, the last chapter is devoted 
to this subject. Here is stressed again 
that the MCH workers must take into 
account, right from the beginning, all the 
local conditions and, in educating, use 
the existing interests of the community. 
All information must be put in such a 
way that the parents understand it 
clearly and take an active part in the 
learning process. It seems clear that only 
a co-operative approach like this will 
produce lasting results. Some practical 
suggestions as to methods and media of 
parent education are given in this 
chapter. 

The text is clearly written, and the 
available literature widely quoted ; 
there are some excellent photographs 
and an extensive bibliography. 

This timely compilation of the frag- 
mentary and scattered knowledge in this 
field is a useful introduction to the 
problems of child nutrition in those 
countries where the standard practices 
of the West are often inapplicable, and 
sometimes definitely contra-indicated . 


A. 5. 


Diasetes, by G. F. Walker. 
Duckworth & Co., Ltd. 
Pp. 96. Price 8s. 6d.) 


(Gerald 
1955. 


This book, written for the lay reader 


and particularly for persons suffering 
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from diabetes, is one of the “‘Modern 
Health Series”. The author succeeds, 
on the whole, in writing a text which 
should be understood by most readers, 
avoiding, on the one hand, too much 
paraphrase and oversimplification, and, 
on the other, the use of too many techni- 
cal words. The first two chapters seem 
designed for the reader whose interest is 
academic rather than personal, for they 
have a slightly academic flavour, and 
are written in less simple language than 
the remainder of the book. From then 
onward, all aspects of diabetes are 
explained simply and well, and this 
should be of practical value to diabetics 
themselves. Dr. Walker is especially 
helpful in discussing the social and 
vocational problems connected with the 
disease, and because his views on treat- 
ment are orthodox, there is little likeli- 
hood of the diabetic reader becoming 
confused by receiving conflicting medical 
advice. 

Unfortunately, there are two errors in 
the table on pp. 52-3. ‘The statement that 
Soluble Insulin “‘is required to extricate 
a patient from hypoglycaemic coma’”’ 
cannot be allowed to stand ; presumably 
this is a misprint. Furthermore, surely 
Semi-Lente Insulin is not intermediate in 
action between Lente and Ultralente. 


A. R. HARRISON. 


Skin Diseases: Eczema, DERMATITIS, 
Psoriasis, ErysireLas, Imperico, 
Avorvecia, WARTS, RASHES, etc., by 
Reginald T. Brain. (Gerald Duck- 
worth & Co., Ltd. 1955. Pp. 158. 
Illus. Price &s. 6d.) 


This little book is one of the excellent 
Modern Health Series edited by the late 
Lord Horder. The authors have all made 
big reputations in consulting practice 
and can, therefore, be relied on to write 
practical good sense. This volume is 
brightly, clearly, and wittily written for 
intelligent laymen. It is packed with 
straightforward information, good advice 
and useful tips. An account of the struc- 
ture and function of the skin naturally 
comes first. Before dealing with the vari- 
ous diseases of the skin, hair and nails, 
there is an important chapter on disease 
in general. The last chapter is devoted to 
the care of the skin. The print is good ; 
many of the illustrations are helpful— 
especially the series of diagrams entitled 
“The Battle of the Boil”; there is an 
index. This remarkably inexpensive book 
can be recommended most warmly. 

E, Lipman Couen. 


Tue CoLLece AND STUDENT HEALTH, by 
Ethel L. Ginsburg. (Based on the 
4th National Conference on Health 
in Colleges, New York, May, 1954, 
and published for the Conference 
by National ‘Tuberculosis Asso- 
ciation, 1790 Broadway, New York, 
19, N.Y. 1955. Pp. 102. No price 
stated.) 


Ethel Ginsburg’s refreshing approach 
to this subject combines the qualities of 
both evangelist and salesman. Her 
purpose in writing this small volume, in 
essence a synthesis of the Fourth National 
Conference on Health in Colleges in 
America, is to persuade those adminis- 
trators not yet alive to them of the 
benefits of an organised Student Health 
Service. 

Her treatment of the subject is broad 
enough to have general appeal. It does, 
however, suffer from the disadvantages 
inherent in this kind of simplified 
approach, and without a more detailed 
report one is naturally wary of the con- 
clusions reached. 

Why this wariness, since in both 
countries we agree, or should agree after 
reading this book, on the desirability of 
providing students with help in their 
mental and physical health problems ? 
In America, emphasis is laid on society 
rather than on the individual, and the 
propagation of Student Health Centres 
must find its justification in its social 
usefulness. We, in England, are more 
concerned with the aid such services 
can give to the student as an individual. 
The problem, however, remains funda- 
mentally the same, and this book might 
well prove an effective stimulant to 
British Education Authorities. 

ARNOLD LINKEN. 
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PROTEIN MALNUTRITION, edited by J. C. 


Waterlow. (Proceedings of a Con- 
ference in Jamaica, 1953. Pub- 
lished by F.A.O., W.H.O. and 
Josiah Macy Jr. Foundation. 1955. 
Pp. 277. 24 plates.) 

TEACHING THE MENTALLY HANDICAPPED 
Curtp To Speak, by Adelaide 
Trainor. (National Association for 
Mental Health. Pp. 20. Price 2s. 

FaMiILy APPROACH TO 
GUIDANCE — THERAPEUTIC ‘TECH- 
NiguEes (XIth Inter-Clinic Con- 
ference for Staffs of Child Guidance 
Clinics. National Association for 
Mental Health. 1955. Pp. 52. 
Price 5s.) 
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What I must report to my 


Employer (F.1) 


A poster designed for use under the Food Hygiene 
Regulations, 1955. The points illustrated are : 


(1) diarrhoea or vomiting ; 

(2) septic cuts or sores ; 

(3) discharges from the ear, nose or eye ; 

(4) boils or whitlows. 
Printed in red and black on a lime-green and white 
background, the treatment being humorous. Size 


20 in. by 15 in. Price 1s. each, with a discount of 


12} per cent per 25 posters. 


Dysentery 


In response to demand from Medical Officers of 
Health the Council has produced a new leaflet, 
Dysentery (L..57), giving details of precautions which 
should be taken in the home in the event of an 
outbreak. Price is, per dozen, subject to the usual 


discounts for subscribers. 
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